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ABSTRACT
Existent demographic changes in the United States are largely a result of the current
international refugee crisis. Within the past three years, there has been an influx of refugees who
were affected by the wars in the Democratic Republic of Congo (DRC). Congolese refugees
were the highest number of all refugee groups to arrive in the United States in Fiscal Years 20162018, yet little is known about their lived experiences, particularly as they apply to reproductive
health and family planning in general. Congolese refugee women who resettle in the United
States are unique because many lived in refugee camps for protracted periods, they often have
large families, and about 20% are single mothers; all factors that impact successful health
outcomes, particularly with regards to reproductive health.

The gendered experiences of refugee women that include vulnerabilities to Sexual and
Gender-based Violence (SGBV) which result in unplanned or unwanted pregnancies and limited
access to preventative reproductive health services, sexual exchange for money, further
compound their already vulnerable experiences. In The DRC, women have limited access to
reproductive healthcare including emergency contraceptives and other modern contraceptive
method options, and pregnancy termination services for victims of sexual violence, yet rape is
commonly used as weapon of war. The availability of these services varies in second countries.
Existing literature on family planning uptake by refugee women living in second countries of
asylum highlights multifactorial contributors to their use of family planning that include service
quality particularly in camps, cost, availability of modern method options, and cultural or
iv

religious opposition. Few studies have looked at Congolese refugee women‘s family planning
needs and experiences after resettling in the third country. Additionally, few studies have looked
at how the previously identified factors such as access and cultural or religious beliefs interplay
with the demands and women‘s experiences in a new social structural environment to influence
their beliefs about childbearing and consequent family planning practices.

The purpose of this study was to understand the contextual beliefs and experiences about
childbearing among Congolese refugee women who resettled in two counties in West Central
Florida. The Hermeneutic Phenomenological approach was the guiding framework for this study
and Symbolic Interactionism was used to explain how women construct reproductive health
beliefs based on their interactions with others in their various environments. Paraprofessionals
are volunteers with the resettled refugee community who often serve as a bridge between
refugees and various individuals or institutions in the host country. They are an emerging key
group in refugee resettlement whose impact in women‘s health decisions needs to be assessed.

Semi-structured in-depth interviews were conducted with 25 women and 7
paraprofessionals. Data analysis involved the use of the modified Van Kaam method of
phenomenological analysis to create themes and uncover three key essences. These essences
described (1) women‘s experiences during the trajectory of their lives in flight, (2) beliefs about
having children, and (3) the nature of their relationships with paraprofessionals.

This study revealed that recently resettled Congolese refugee women are a resilient group
who value culture and religion as important contributors to their survival. Moreover, these two
factors greatly influence their health and family planning practices. Responses from both women
and paraprofessionals that cultural and individual beliefs about children included the view that a
v

child is as a ―blessing‖ ―investment‖ and ―helper with regards to financial support of the
household and with assisting with childcare of younger siblings; However, family roles and
expectations about children are changing, which may impact women‘s views about having
children in the resettlement context. Women were more likely to use modern methods of
contraceptives in the second country compared to the post-resettlement setting, hinting at the role
of structural vulnerabilities such as navigating the healthcare system; these include knowledge
contraceptive method options, where to access family planning services, patient-provider
communication including knowledge about women‘s previous experiences, and cultural nuances
that impact perceptions about having children. Paraprofessionals play a critical role in women‘s
resettlement experiences. Specifically, culturally and linguistically similar paraprofessionals
could serve as a bridge between Congolese refugees and healthcare providers with regards to
reproductive health, particularly regarding single mothers. In addition, male partner involvement
in women‘s family planning practices cannot be overlooked as it plays a crucial role in their
decisions. Future research is needed which explores men‘s perceptions about family planning in
the resettlement context, and the longitudinal influence of host country beliefs about childbearing
on Congolese refugee women‘s perspectives.
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CHAPTER ONE: INTRODUCTION
Chapter Overview
This chapter introduces the study setting and provides an overview of the background and
statement of the problem, study significance, purpose and specific aims, research questions to
address these aims, key terms, and lastly, a chapter conclusion.
Background and Statement of the Problem
The current global climate is characterized by massive forced migration of people across
international borders primarily as a result of man-made disasters which include political, ethnic
conflict, or persecution. In a day, almost 40,000 people are forced to flee from their homes; the
United Nations High Commissioner for Refugees (UNHCR) reports an all-time high figure of
about 70 million forcibly displaced people worldwide. Of these, about 26 million are classified
as refugees (UNHCR, 2018). Forced migration threatens individual and global health because it
disrupts an individual‘s social and health processes as well as the health and social infrastructure
of involved nations (Turton, 2003).
In the United States, some existent demographic changes are largely attributed to the
current international refugee crisis. The United States has a history of receiving the most
refugees compared to other western countries. Since 1975, almost 3.5 million refugees have been
resettled in the country. In 2018 alone, the United States received over 250,000 individual
applications for resettlement making it the largest recipient of applications by asylum-seekers
(UNHCR, 2018).
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A refugee is defined by UNHCR as an individual who forcibly leaves his or her country
of origin and is unable or unwilling to return due to a justifiable fear of persecution, war, or
natural disasters (UNHCR, n.d.). Since calendar year 2014, there has been a large influx of
refugees affected by the wars in the Democratic Republic of Congo (DRC). In 2014, resettled
Congolese refugees in the United States doubled from the previous year, increasing from 2,592
to 5,128 in the calendar year (Refugee Processing Center, 2019). Additionally, the Migration
Policy Institute (Zong and Batalova, 2017) reports that in Fiscal Years 2016-2017 Congolese
were the highest number of all refugee groups to arrive in the United States (16,370 and 7,305
respectively).
In the state of Florida, two counties that will remain anonymous for the purposes of this
study, in the western central region, collectively received the highest number of Congolese
refugees (―State of Florida Top Origins by County Federal Fiscal Year 2017 State of Florida Top
Origins by County Federal Fiscal Year 2017,‖ 2017). Congolese refugees encompass the largest
group of African refugees resettling in the region, yet little is known about their lived
experiences, particularly as they apply to reproductive health (McMorrow and Saksena, 2017).
Conflict in the Democratic Republic of Congo

Figure 1.1. Map of the Democratic Republic of Congo (CIA.gov).
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The Democratic Republic of Congo (The DRC) is located in the central region of Africa.
Initial violence and political unrest was sparked in 1961 after the assassination of Patrice Hemery
Lumumba, the country‘s first elected Prime Minister (Weiss, 2000). Following his assassination,
Joseph-Desire Mobutu took control of the country through a coup in 1965 and changed the
country‘s name to Zaire. Although considered as a dictator, Mobutu was able to remain in office
for 32 years largely due to support from other nations who were interested in the profiting from
country‘s natural resources (Ofoaku, 1999; Weiss, 2000). However, in 1996 the country‘s
neighboring nations, Uganda and Rwanda, formed The Alliance of Democratic Forces for the
Liberation of Congo/Zaire (ADFL) to put an end to Mobutu‘s reign, leading to the First Congo
War (Coghlan et al., 2007).
The first Congolese War ended in 1997 when Laurent-Desire Kabila overthrew Mobutu
and changed the country‘s name back to The Democratic Republic of Congo (Weiss, 2000).
Under Kabila‘s leadership, instability from the First Congolese war which was coupled with a
rise in military factions, led to the Second Congolese War. The second Congolese which lasted
for 6 years, was, one of the most violent in African history, affecting about 50 million Congolese
(Coghlan et al., 2007) and an estimated 4 million people were killed (Reyntjens, 1999).
Following this war, the country was politically divided with military forces from Rwanda,
Uganda, Angola, Zimbabwe, and Namibia controlling two-thirds of the government.
In 2001, a peace accord was signed (Afoaku, 1999; Bwana, 2011) which led to a
democratic election of Joseph Kabila in 2006. The effects of war are still evident, particularly in
the Eastern part of the country where mortality rates continue to rise, along with internal
displacement and people seeking refuge and asylum in neighboring countries (WHO, 2011).
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Congolese Refugee Women
In addition to displacing millions of individuals and families, the wars in the DRC
caused emotional and physical trauma with far-reaching effects; Congolese refugees often
experience mental health and physical health issues and women have often been at the worst end
of the conflict as they were often used as a weapons of war. Opposition forces often subjected
women to sexual and gender based violence as tactic to terrorize and disarm the their opponents
(Baaz & Stern, 2013; Wachter et al., 2018). In addition, as the number of internally displaced
people rises to over 4.5 million, the DRC has experienced one of the worst humanitarian crises as
camps within the country that were set up by UNHCR, exceed capacity and resources for
humanitarian aid (UNHCR, 2015). Prolonged conflict has led to a destruction of the country‘s
infrastructure including the health system. As a result, women are faced with limited access to
post-rape care, perinatal care, and preventative reproductive health services (Baaz & Stern, 2013;
Carol Pavlish, 2005a; Penner, 2012). In many regions of the country, women need approval from
their spouses in the form of a signature, in order to receive contraceptives (Casey, 2002 as cited
by Jatau, 2011).
Congolese refugee women who resettle in the United States face similar challenges as
resettled refugee women from other nations; however, they are unique because many have been
living in camps for decades, they often have large families, and a about 20% of the women are
single parents (Carol Pavlish, 2005a; Wachter, Heffron, Snyder, Nsonwu, & Busch-Armendariz,
2016a). While living in camps, some refugee women are exposed to unhealthy and harsh
conditions, most which result from being in overcrowded situations with limited employment
opportunities and access to resources. As a result, Congolese refugee women have limited access
to reproductive health care and are subjected to prostitution, gender-based violence (SGBV) and
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early or unwanted pregnancies (Penner, 2012; Royer, Jackson, Olson, & Grainger, 2015;
Wachter et al., 2016a).
Refugee Women in the Resettlement Context
In Fiscal Year 2016, women made up 71% of the resettled Congolese refugee population
(Zong and Batalova, 2017). Female refugees experience a greater disparity in successful
resettlement outcomes when compared to their male counterparts (Haffejee & East, 2015). They
adapt to the host culture at a lower rate (Haffejee & East, 2015; Morris, Popper, Rodwell,
Brodine, & Brouwer, 2009; Sullivan, 2009), and often face challenges with acquiring sustainable
employment due to lower education attainment (Beiser & Hou, 2001; Deacon & Sullivan, 2009;
Lamb, 1996).
Refugee women often experience poorer health outcomes including reproductive health;
these issues travel with them or are exacerbated when they resettle in a third country (Deacon &
Sullivan, 2009; Haffejee & East, 2015; Morris et al., 2009; Sullivan, 2009). Gendered
experiences of refugee women that include vulnerabilities to Sexual and Gender-based Violence
(SGBV) which result in unplanned or unwanted pregnancies, limited work opportunities that
render them vulnerable to commercial sex work, and low access to preventative reproductive
health services, further compound their already vulnerable experiences. In The DRC, women
have limited access to reproductive healthcare including emergency contraceptives, varying
modern method options, and pregnancy termination services for victims of sexual violence
(Izale, Govender, Fina, & Tumbo, 2014; Kwete et al., 2018; Mukwege & Nangini, 2009).
Availability of these services varies in second countries. Existing literature on family planning
uptake by refugee women living in second countries of exile highlights multifactorial
contributors to women‘s uptake of family planning that include the service quality with regards
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to hygiene and wait-times in the health centers in camps, limited availability of modern method
options, and cultural or religious opposition (Furuta & Mori, 2008; Inter-Agency Working
Group, 2017; UNHCR & Women‘s Refugee Commission, 2011).
Studies have shown that refugee women often neglect their reproductive health as the
woman places more focus on tending to her family and meeting the demands that come with
resettlement (Royer, Jackson, Olson, & Grainger, 2015b; Wachter et al., 2016a). As a result, she
is at a greater risk of negative reproductive health outcomes that include post-partum
complications, breast and ovarian abnormalities, fistulas, prolapse of the uterus, and pelvic health
problems (Barnes & Harrison, 2004; Gagnon, Merry, & Robinson, 2002 ; ). It is therefore,
imperative to address the woman‘s beliefs, experiences, and influencing factors to reproductive
health behavior, in order to promote this often neglected but important determinant of a refugee
woman‘s successful resettlement.
The Role of Paraprofessionals in Refugee Resettlement
Decisions about reproductive health are not often made in isolation, especially with
people of African origin who come from collective societies where most decisions, particularly
those impacting women, are influenced by society (Belda, Haile, Melku, & Tololu, 2017; Jesmin
& Cready, 2016; Lowe & Moore, 2014). Therefore, moving a refugee from a collective society
to a less collective environment impacts her reproductive health behavior. The changes in her
social circle shift from kin ties and close family members, to more formal and loosely connected
informal networks in the resettled setting. In the settlement context, part of this network includes
paraprofessionals, or individuals who do not serve as professional or official providers but
volunteer with the community (Medhanyie et al., 2012).
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Paraprofessionals often share a language and common cultural background or
experiences with resettled refugees (Owen & English, 2005). They serve as a bridge between
resettled refugees and providers and other residents of the host country. In fact, some
paraprofessionals are refugees as well. They often serve in various capacities which include
assisting with translation and outreach for healthcare and other social services providers, as well
as with assisting refugees with navigating the American system (Musser-granski, 1997; Owen &
English, 2005; Shaw, 2014).
As the number of Congolese refugees who resettle in the United States increases, with a
majority of them being women, it is imperative to understand the nature and trajectory of their
reproductive health experiences. In doing so, women‘s health outcomes would be improved as
culturally relevant interventions and prevention methods are implemented. Moreover, by
exploring the role of paraprofessionals in the lives of resettled refugees, we would obtain a more
comprehensive picture of the key influencers on the reproductive health behaviors of resettled
refugees. This would also lead to a greater insight into how to promote successful resettlement
for this growing group.
An Overview on Reproductive Justice as it Pertains to Refugee Women
Reproductive justice involves the recognition of personal agency over one‘s body,
particularly with regards to having children. It includes the rights that an individual has in
deciding whether or not to have children, the timing of pregnancies, and access to services (i.e.
safe communities, healthcare, education, nutrition, etc.) essential to supporting these choices
(Santelli et al., n.d.). In humanitarian crisis and post-emergency settings, a woman‘s reproductive
rights are often threatened particularly in contexts where women are vulnerable to Sexual and
Gender based Violence (SGBV) as is the case with The Democratic Republic of the Congo
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(Carol Pavlish & Ho, 2009); Glass, Ramazani, Tosha, Mpanano, & Cinyabuguma, 2012;
Trenholm, Olsson, & Ahlberg, 2011). Moreover, during the trajectory of a refugee woman‘s life
in flight, from the second country of asylum to resettlement, she is subjected to vulnerable
conditions that limit her reproductive rights. These conditions extend from having limited access
to adequate preventative reproductive healthcare and contraceptive options in the second country
(Ackerson & Zielinski, 2017a; Seyife, Fisseha, Yebyo, Gidey, & Gerensea, 2019; Tanabe et al.,
2017; Tanabe, Nagujjah, Rimal, Bukania, & Krause, 2015) to language limitations and issues
with navigating the healthcare system in the resettlement setting (Guerin, Allotey, Elmi, & Baho,
2006).
An important component of reproductive justice is the human right to access and use
family planning. Defined as a woman or man‘s voluntary decision to limit or space births, family
planning is at the forefront of the Sustainable Development Goals (Starbird, Norton, & Marcus,
2016); these goals will be further discussed in the significance section of this chapter. In
humanitarian crisis settings, there is limited access to family planning services which include
education and counseling, as well as the availability of varying method options, etc.(Tanabe et
al., 2017). The Inter-Agency Working Group (IAWG) in Reproductive Health in Crises reports
a lack of long-term and permanent methods of contraceptives in these settings which can be
attributed to various causes such as the under-prioritization of the need for such services (InterAgency Working Group, 2017).
Pregnancies that result from rape or other unintended pregnancies are commonly reported
in Congolese refugees (Kwete et al., 2018; Burkhardt et al., 2016; Rouhani et al., 2016).
Unwanted or unintended pregnancies affect quality of life and development, as they lead to
morbidity from unsafe abortions, maternal and child morbidity and mortality, as well as
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education attainment and poverty (Inter-Agency Working Group, 2017; Starbird et al., 2016).
Thus, the need for contextually tailored efforts on education and access to family planning
resources cannot be understated. Key influences on the uptake of family planning among women
in The DRC includes access to modern contraceptive methods and knowledge about family
planning in general (Kisindja, Kimona, Etoy, Dorme, & Benfield, 2017; Kwete et al., 2018).
These factors persist although at a varying degree, in the settlement setting.
It is important for women to voluntarily make informed decisions about how many
children they want and when they want them, especially in vulnerable settings. Additionally, to
ensure reproductive justice for Congolese refugees, it is imperative to understand their
experiences while living in The DRC and during flight. By examining the influence of personal
histories, culture, and structural contexts, sustainable solutions will be created which address
their reproductive health needs and family planning needs in particular.
Refugees who resettle in the US receive health care from publicly funded services that
include Title X clinics (B. J. Taylor & Ravi, 2017).Title X is a federal grant which provides
family planning and other preventative reproductive health services for the uninsured and people
of low socioeconomic status (US Department of Health and Human Services (HHS), n.d.). These
services are often threatened for rollbacks depending on the administration (B. J. Taylor & Ravi,
2017). Implications for rolling back Title X funding are far-reaching, particularly for states like
Florida which have benefited from these services. In Florida, clinics receiving Title X funding
helped to prevent 38,700 (44%) unintended pregnancies in 2014, substantially contributing to the
prevention of preterm/low birth weight births (4,750), short inter-pregnancy interval births
(7,380), abortions (14,000), and 7,300 teen pregnancies (Guttmacher Institute, 2016).
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Purpose and Specific Aims
While structural vulnerabilities such as inadequate access to contraceptive methods, and
cultural and religious opposition to family planning in countries of origin and in second countries
have been explored (UNHCR & Women‘s Refugee Commission, 2011), few studies have looked
at women‘s family planning needs and experiences after resettling in the United States (Jatau,
2011; Jennings Thornton, 2019; McGinnis et al., 2012). Particularly, no literature exists which
explores how theses previously identified factors including personal histories while in protracted
camp conditions, combine with Congolese refugee women‘s new social structural environment,
to influence their family planning beliefs and practices in the United States. Moreover, while
issues of external structural factors influence health behavior, one‘s core beliefs shape how they
conceptualize the world and consequently, engage in health behavior.
The purpose of this study was to understand the contextual beliefs and experiences about
childbearing amongst Congolese refugee women who resettled in two counties in west central
Florida. This study explored the pre-resettlement and post-resettlement lived experiences of
Congolese refugee women, and how these experiences may have influenced their beliefs about
having children. For the purposes of this study, the term pre-resettlement described women‘s
lives in The DRC as well as in the second country of asylum, whereas post-resettlement
encompassed women‘s lives after resettling to the United States. Ultimately, the goal of this
study was to advance the health and reproductive health outcomes for Congolese refugee women
by providing a medium for their voices to be heard and by informing refugee service providers in
the region, and other stakeholders about the unique experiences and needs of this group.
Moreover, I hoped that this study would inform refugee policy with regards to resettlement
services.
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The research aims for this study were: (1) to explore Congolese refugee women‘s
perceptions about their lived pre-and post-resettlement experiences, and (2) to identify what
factors influence a resettled Congolese woman‘s decision about having children.
Research Questions
Overarching research question: What are the resettlement experiences of Congolese refugee
women and how do these experiences influence their beliefs about childbearing in the
resettlement context?


Research Question 1: How do Congolese refugee women describe their preresettlement and post-resettlement experiences?



Research Question 2: How do resettled Congolese refugee women make decisions
about having children?
a. What are resettled Congolese refugee women‘s beliefs about having children
and how if at all, have these changed after resettling in the United States?
b. How do women‘s social ties with paraprofessionals influence their beliefs and
behaviors as they pertain to having children?

Study Significance
Challenges in the provision and utilization of reproductive health services are heightened
during humanitarian crises (Westhoff et al., 2008; Ackerson & Zielinski, 2017). They are
particularly of great concern for host countries that receive a high influx of refugees even as they
face a declining human and material capacity to host them (UNHCR, 2011;UNHCR, 2003; Crisp
& Long, 2016).
In addition to the upsurge of refugee populations, the recent increase in international
terrorism has brought about an increased sense of nationalism in Western countries as the United
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States, which is historically has received large numbers of refugees. The United States recently
lowered the number of refugee entrants to the lowest it has ever been since the beginning of the
Resettlement program. In Fiscal Year 2016/2017 the maximum number of refugee admissions
declined from 110,000 to 50,000 (B. J. Taylor & Ravi, 2017). In FY 2019, the US refugee
admission ceiling further declined to 30,000 with a total of 22,697 actual admissions
(―Admissions & Arrivals‖, n.d.). Furthermore, there were recent cut-backs for services utilized
by refugees internationally as well as within western host nations (Barot, 2017b; Barot &
Cohen, 2015). It is therefore, important to determine innovative ways of extending resources for
resettled refugees, while safeguarding the quality of care afforded to them.
Primary health care insurance options for refugees when they first arrive into the country
include Medicaid, Children's Health Insurance Program (CHIP) and the Refugee Medical
Assistance Program (RMA); RMA is a health assistance program given to refugees for up to 8
months (US Office of Refugee Resettlement, n.d.). After the 8 months, some refugees, especially
those who do not qualify for Medicaid, are able to enroll in the insurance marketplace offered by
the Affordable Care Act (ACA). The ACA covers pre-existing conditions, preventative health
services such as breast feeding, breast and cervical cancer screenings, support for survivors of
violence, and contraception covered without cost-sharing (B. J. Taylor & Ravi, 2017; US Office
of Refugee Resettlement, n.d.). Since 2016, ACA has been under repeal, presenting a challenge
for refugees, most of whom have jobs that do not provide adequate health insurance to cover
needs including reproductive health (B. J. Taylor & Ravi, 2017).
Forced migrants, mainly refugee women, are recognized as a group that experiences
challenges with regards to access and utilization of healthcare services (Barot, 2017). In addition,
refugees are a vulnerable group whose rights (including reproductive rights) are already
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threatened and need safeguarding, as reported by UNHCR (―UNHCR‘S Role in Support of the
Return and Reintegration of Displaced Populations,‖ 2008). It can thus be understood that that
these policies have implications for refugee women‘s post-resettlement reproductive health
behavior. This study explored how resettled Congolese refugee women negotiate their
reproductive health rights in the midst of changing cultural and political processes that affect
their health. A key objective of this study was to identify how women make sense of their preresettlement and post-resettlement social environments, and how their reproductive health
behaviors are influenced by social and political dynamics within these settings.
The United Nations Sustainable Development Goals (UNSDG) prioritize the expansion
of sexual and reproductive health care services by pushing to incorporate them into national
programs (The United Nations General Assembly, 2015). The Family Planning 2020 (FP2020)
Initiative which was developed in the 2012 London Summit on Family Planning, proposed that
by the year 2020, an additional 120 million women and adolescent girls from 69 of the world‘s
most poverty- stricken countries would be users of modern contraceptives (Curry, Rattan, Nzau,
& Giri, 2015). Recent efforts focus on integrating these services within crisis affected areas
where an unmet need for contraceptives continues to increase (Curry et al., 2015). Because
women‘s reproductive health is best addressed in a life-course approach (Bernstein & Merkatz,
2010; Mishra, Cooper, & Kuh, 2010), it is important to persist in efforts to safeguard refugee
women‘s reproductive rights even in the post-conflict setting. Thus, to ensure that women have
the resources needed to make voluntary and informed decisions about their reproductive health
and how they plan their families, research needs to be carried out, which highlights their needs as
well as the driving forces in their health practices in the resettlement context.
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Three main public health priorities include building health infrastructure and capacity,
safeguarding individual rights to good health and healthcare, and ensuring health equity
(American Public Health Association (APHA), n.d.). Research with refugee women addresses
the current public health priorities since as refugees, they are already vulnerable to human rights
violations and experience disparate access to health care, particularly as it pertains to
reproductive health (Philbrick, Wicks, Harris, Shaft, & Van Vooren, 2017). Moreover, as
resettled refugees, they encounter social structural barriers such as language issues,
unemployment, and poverty, as well as limited accesses health insurance, which further
marginalize them (Haffejee & East, 2015; Allotey, Manderson, Baho, & Demian, 2004; Ascoly,
Van Halsema, & Keysers, 2001; Costa, 2007; Percac-Lima, Ashburner, Bond, Oo, & Atlas,
2013; Shishehgar, Gholizadeh, DiGiacomo, Green, & Davidson, 2017).
Resettlement stressors coupled with social-structural vulnerabilities hinder refugee
women from accessing and using reproductive health services that they most desperately need
(Wachter, Heffron, Snyder, Nsonwu, & Busch-Armendariz, 2016b). This study thus, contributes
to national public health priorities by shedding light on the challenges of this unique group, while
suggesting opportunities for improvement.
The two-year (2016-2018) agency strategic plans for the Florida Department of Health
(FDOH) describes state priorities which address children, adults, and families, social
determinants of health, and promoting health equity. In Florida, the need for publicly supported
services for reproductive health, specifically family planning, are higher among young non-white
and low-income women. Need is defined as women of reproductive age (13-44), who had ever
had sex, are fertile, not currently pregnant and do not intend to get pregnant (Guttmacher
Institute, 2016). With regards to health equity, the specific strategic goals include eliminating
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health gaps between different communities (FDOH. 2017). These state health priorities
essentially address issues that are pertinent to refugees with a particular focus on women who are
at an increased risk of experiencing these inequities (Haffejee & East, 2015).
An important function of public health is to mobilize community partnerships to identify and
solve health problems. To meet this function, this study hoped to inform community members
and involved stakeholders that include resettlement agencies, healthcare providers of refugee
reproductive health services, and other committees or entities involved in refugee affairs. The
goal was that stakeholders in Congolese refugee matters would be stimulated to work
collaboratively in order to address areas of need with regards to matters concerning the
reproductive health of Congolese refugee women.
An Asset-Based Approach to Public Health Research with Resettled Congolese Refugee
Women
An asset-based approach involves identifying and building upon the strengths of a group
or community in order to promote sustainable interventions. An asset-based approach in
community research and practice draws on the values, personal histories, and social assets of an
individual or community, in order to identify solutions (Ennis & West, 2010). This study sought
to identify prospects for innovation in the provision of refugee services and the subsequent
effective integration of resettled Congolese women in West Central Florida. By exploring
participant beliefs and experiences which surround both resettlement and childbearing, an aim of
this study was to empower Congolese refugee women as they voiced their stories; as a result,
they would have more control over the narrative about their lived experiences, beliefs, and
behaviors. In doing so, research findings would also provide insight into the contextual cultural
and social-structural motivators of the healthy planning of families within this group. The asset-
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based approach to the study provides opportunities for community-informed and sustainable
public health research on refugees, refugee policy and resettlement practices for the women, as
well as, for similar groups to which findings may be transferable.
The asset-based approach of this study is demonstrated by the inclusion of the voluntary
sector that includes paraprofessionals, in discussions about the successful integration of refugees
in the changing political contexts in host nations, and the resultant influence on refugee policy.
Specifically, this study sought to explore in what capacity paraprofessionals who work as
cultural brokers, may serve with promoting reproductive health in the community. It is important
to note, however, that this research does not intend to undermine the value and necessity of other
approaches such as the human rights (London, 2008) or basic needs approaches (Nel, 2018;
UNHCR, 2016) in addressing and improving health outcomes of Congolese refugees. Rather, it
seeks to open up the discourse on how women‘s personal experiences and beliefs may serve as
strengths that can be combined with these approaches, to promote their successful integration
into the third country of resettlement.
Theoretical Framework
Theories are used to systematically explain or predict phenomena (Glanz, Rimer, &
Viswanath, 2015).Thus, when deciding on which theory to use for a study, it is advisable to start
with the problem and determine if the goal is to describe or predict the problem. Secondly, the
researcher considers which paradigm will be used to address the problem; the main paradigms in
studies on health behavior include constructivism (emphasizes induction) and logical positivism.
The latter is defined as, ―…the use of induction or sensory experience, feelings, and personal
judgements as the source of knowledge…the view that deduction is the standard for verification
or confirmation of theory so that theory must be tested through empirical methods and systematic
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observation of phenomena‖ (Runes, 1984 as cited in Glanz et al., 2015 p29). Other factors to
consider are the unit of focus (individual, group, or organization), whether the theory can be
broadly applied, what variables the researcher seeks to analyze, and if the variables can be
operationalized (Glanz et al., 2015).
In the reviewed literature, few studies explicitly described or explained how theories or
models were used to guide their studies. Of the studies that incorporated theory, one study
utilized the Womanist theoretical perspective to understand the resettlement experiences with
regards to mental health, social-cultural expectations of gender, integration, and economic selfsufficiency (Haffejee & East, 2015). Another study utilized Role Theory to examine the concept
of the global breadwinner and role strain in resettled refugee men (Stoll & Johnson, 2007). Other
theories applied in studies in reproductive health included grounded theory (Saadi, Bond, &
Percac-Lima, 2015), Critical Theory (Mackenzie, McDowell, & Pittaway, 2007), and the Social
ecology of health model to examine influencing factors to the use of reproductive health services
by refugee women (Goodkind et al., 2014; Mengesha, Perz, Dune, & Ussher, 2017). Davidson et
al., (2016) utilized the Socioecological framework to understand perceptions of Long Acting
Reversible Contraceptives (LARC) and other methods of family planning among Eritrean and
Somali refugees living in Ethiopia. Guruge and Khanlou (2004) applied the post-colonial,
feminist, and ecosystems frameworks to conceptualize mental health research in refugee and
immigrant women (Guruge & Khanlou, 2004).
With regards to mental health, the Post-Traumatic Growth Theory was used to assess postresettlement trauma and adjustment (Ferriss & Forrest-Bank, 2018). The Social Determinants of
Health model was used to examine the effectiveness of interventions that address post-migration
stressors in refugees in Australia (Hynie, 2017; Kenneth E. Miller & Rasmussen, 2010). Social
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support/social network theories have also been applied in refugee health studies to primarily
examine the influence of informal social networks and engagement in social activities such as
attending religious events with others, on the mental health of refugees (Cattell, 2001; Cheung &
Phillimore, 2013; de Bruijn, 2011; Kelaher, Bnur, Mbbs, & Mba, 1998; McMichael & Manderson,
2004; K. E. Miller & Rasmussen, 2017; Robillard, 2011; Silove, Ventevogel, & Rees, 2017;
Willems, 2003)
Overview of Symbolic Interactionism
In social research, there are mainly three types of variables; the cognitive (ideas and
perspectives, values, and worldview of the subjects), social (familial, community, friend and
institutional relationships in which the participant is involved) and material variables which are
defined by Karl Marx as substantial, economic, and technological forces (Lee, 1953). The
overarching goal of the proposed study is to understand what factors are involved in shaping the
family planning decisions of resettled Congolese refugee women who live in west central
Florida. This will be achieved by considering the structural conditions in which they live. The
theories I have selected to review are intended to provide a framework for understanding the key
questions in this study: (1) How do Congolese refugee women describe their experiences with
resettlement, and (2) How do resettled Congolese refugee women make reproductive health
decisions?
In refugee populations, the use of reproductive health services is a personal behavior
often influenced by society, culture, and other systemic factors (Elliot & Yusuf, 2014; Rogers,
1979). These factors derive from macro, meso, and micro-levels of society (Giddens, 1987) and
must be explored to provide a better understanding of the relationship between personal
experience (biography), the wider society (Mills, 1959), and how they intersect to affect
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women‘s choices (Collins, 1990). I review a sociological theory, symbolic interactionism, to
identify explanatory themes.
Sociological inquiry involves the study of social structure and functions of society, and
their impact on groups and individuals (Lee, 1953). At the micro-level, the smallest levels of
interaction are studied, such as the self or interaction between people. Sociologists who use the
meso-level approach to study the interaction between groups, organizations, and other
institutions, whereas studies focused on understanding macro-level issues focus on interactions at
a more broad level such as between communities, regions, or nations (Giddens, 1987).
Symbolic Interactionism is a micro-level theory in Sociology which suggests that human
beings, through their interaction with others, develop a concept of themselves and society at
large (Hewitt, 2002). The theory is grounded in the philosophical concept of Cartesian Dualism
which attempts to make sense of the interaction between the mind (the immaterial) and the body
or the substantial (Kotarba, 2014). Essentially, Symbolic Interactionism attempts to understand
the discourse between the self and the social.
Contemporary ideas in Symbolic Interactionism stem from American Pragmatists John
Dewey and Charles Cooley. John Dewey stated that thinking occurs as a result of one's
assessment of their environment and deliberation of consequences of a behavior based on the
social ramifications (Longmore, 1998). Charles Cooley (1907) coined the term sympathetic
introspection, ―when a person puts himself into intimate contact with various sorts of persons
and allows them to awake in himself a life similar to their own, which he afterward, to the best of
his ability, recalls and describes (p.67-8, as cited in Valsiner & Van der Veer, 2000). In the
process of sympathetic introspection, one's identity or the idea of self, is derived from his/her
interaction with primary groups, which are smaller groups where face to face interaction occurs

19

(Longmore, 1998). Through these interactions, the individual conducts a self-appraisal based on
what Cooley termed "the looking glass self", where perceptions of self are defined by what they
think others in their primary groups think of them (Longmore, 1998). The feedback that people
receive from these primary groups helps them define and create expectations about certain
behaviors.
Influenced by the ideas of his predecessors such as Dewey and Cooley, George Herbert
Mead helped develop the framework of Symbolic Interactionism which he introduced in his
book, Mind, Self, and Society (Longmore, 1998). The basis of Mead‘s work is the idea of self as
constructed by a process of role-taking where people view themselves through the perspective of
others, and that symbols are defined behaviorally (Longmore, 1998). Based on Mead‘s work,
Herbert Blumer, later coined the term Symbolic Interactionism. Subsequently, two schools of
thought emerged: the Chicago School of thought, led by Blumer, emphasizes that people
construct realities based on naturally occurring social situations, whereas the Iowa school,
developed by Munford Kuhn, focused on the structural processes that lead to the development of
self, and that past experiences and social conditions influence behavior (Longmore, 1998).
Symbolic Interactionists believe that behavior is not accidental but is formed through social
exchange. During social interactions, people exchange and interpret symbols such as language,
facial expressions, and gesticulations, which lead to behavior that is based on the totality of
meaning created from the interaction (Hewitt, 2002). There are seven guiding principles in
Symbolic Interactionism: (1) human beings have the ability to think, (2) our thoughts are formed
through social interactions, (3) while interacting with others, human beings learn symbols which
provide meaning which guides their thoughts, (4) meanings and symbols facilitate human action,
(5) human beings are able to interpret situations and respond through action (6) meanings can be
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constructed by people, and (7) societies are constructed by patterns of action and interaction
(Barkan, 2011). Symbolic Interactionism takes on an interpretive approach of understanding
people (Giddens, 1987).
A significant tenet of the theory is creating reality where interaction is a social drama that is
in constant negotiation; in any interaction, meaning is constantly negotiated and symbols
continuously change (Giddens, 1987). Another tenet, the generalized other, states that human
beings usually assign meaning to humanity as a whole based on their experiences (Giddens,
1987). For instance, the way in which an individual views human beings (e.g., as either good or
bad) determines how they interact with others in general.
Naming is a fundamental tenet of Symbolic Interactionism which essentially states that how
we name others determines our interaction with them. For instance, through language, labels
(e.g. teacher, students, etc.) are created and consequently, people interact with each other based
on the labels and meaning they assign to them. The self-fulfilling prophecy emphasizes that
human beings have the tendency to act out the roles assigned to them (Giddens, 1987). People
act in ways that come out of how they symbolically understand themselves to be or how they
think others understand them.
There are two major assumptions in Symbolic Interactionism: In both the Chicago and Iowa
schools of thought, the underlying assumption is that human beings exist in groups and depend
upon the interactions within the groups to establish their identity (Longmore, 1998); Secondly,
Symbolic Interactionists assume that everything is an object including the self; the meaning of
self is established through social interaction. Fundamentally, one can only understand self after a
process of interpreting the feedback about themselves that they receive from others (Longmore,
1998). Meltzer (1978) mentions other assumptions which include the notion that there is
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meaning ascribed to all human behavior, society is in a constant state of flux, and human beings
are able to make informed decisions and to go through a process of self-appraisal (cited by
Longmore, 1985).
A key strength of the Symbolic Interaction theory is due to its interpretive approach, it allows
for a researcher to understand the subjective factors which influence behavior (Erlbaum, Taylor
& Longmore, 2009). The theory provides insight into an individual‘s perceptions of reality, how
people ascribe meaning to things, and the subsequent influence this may have on their behavior
(Erlbaum et al., 2009). Another notable strength of the theory is its applicability in various fields
and contexts and provides meaningful understanding of human communication (West & Turner,
2004.). Criticisms of Symbolic Interactionism include the fact that the analysis is through an
emic approach, where the subjective responses of the participants are favored (Kotarba, 2014).
Additionally, because it is a micro-level theoretical perspective, it primarily concentrates on the
individual-level factors without taking into consideration the social-structural factors which
impact behavior (West & Turner, 2004; Erlbaum et al., 2009).
Symbolic Interactionism has been applied in reproductive health research including sexual
health (Crooks, 2001; Gecas & Libby, 1976; Waskul & Plante, 2010) and family planning
(Benzies et al., 2006). The theory was applied in the study by Benzie et al. (2006) with 45
Canadian women to understand factors that contribute to women‘s decisions to time their
pregnancies. Study findings revealed that social acceptability of the timing of motherhood played
a significant role in women‘s decisions to use family planning, along with independence, and
being in a stable relationship.
In refugee studies, Symbolic Interactionism has been applied to explore how refugees
develop a sense of self and belonging as well as how they make meaning of their social world in
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the different contexts in which they live. Study results from Kibede (2010) revealed that labels
such as the term refugee contribute greatly to how refugees viewed themselves and interacted
with others; the study suggests that once an individual is called a refugee, he or she internalizes
the label and all that is associated with it. Continuing in this vein, this study attempts to further
understand what meanings a resettled Congolese refugee woman ascribes to being a refugee
(Kibede, 2010); in what ways do the shared symbols between her and her social ties influence
how she constructs the concept of reproductive health, and how these meanings influence her use
of reproductive health services in the resettlement setting. Table 1 below, describes how
Symbolic Interactionism was used in this study to explain a Congolese refugee women‘s
experiences with resettlement and the use of reproductive health services.
Key Terms
The following terms are used in the subsequent chapters:
Congolese Refugee: For the purposes of this study, a Congolese refugee will be defined
as anyone who was forced to flee his or her country because of persecution or violence resulting
from wars in the Democratic Republic of the Congo. It should be noted however, that Congolese
refugees are a heterogeneous group, many of whom have origins from the neighboring countries
of Rwanda and Burundi, and moved to the country to escape the genocide and other civil wars
within these countries. As a result, many people who fall under the umbrella term of
―Congolese‖ belong to the ethnic groups from these countries (UNHCR, 2017).
Paraprofessional: For this research, a community paraprofessional is defined as anyone
who is considered to be an opinion leader or cultural broker for the Congolese refugee
community. These individuals are both refugees and non-refugees who are involved in some
capacity, with providing voluntary support to the community.
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Reproductive Health: The World Health Organization defines reproductive health as a
state of where women and men have access to a safe and satisfying sex life and the ability to
reproduce at the desired time and frequency. In addition, reproductive health encompasses,
―The right of men and women to be informed of and to have access to safe, effective,
affordable and acceptable methods of fertility regulation of their choice, and the right of access
to appropriate health care services that will enable women to go safely through pregnancy and
childbirth and provide couples with the best chance of having a health infant (WHO, n.d.). For
the purposes of this research, reproductive health topics covered included fertility regulation or
family planning.
Family Planning: Family Planning entails the steps a woman or man takes to control
childbearing; these include the voluntary limiting or spacing births. Techniques used in birth
control or contraceptives, range from permanent methods such as male and female sterilization,
to long acting reversible contraceptive (LARC) methods that include intrauterine devices or
IUDs. Other contraceptive techniques include hormonal methods, barrier methods, fertility
awareness methods (ex. Calendar method), lactational amenorrhea, or emergency contraception
(USAID, 2018).
Conclusion
This chapter provided contextual background information about the dissertation with
regards to the problem, study aims and research questions, as well as the rationale or study
significance. Prolonged civil unrest in the Democratic Republic of the Congo has resulted in
massive forced migration of refugees. Compared to their male counterparts, Congolese refugee
women are exposed to human rights injustices which render them susceptible to negative
reproductive health outcomes. The implications of these experiences are far-reaching and can be
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exacerbated in conditions of structural vulnerabilities. This study seeks to explore the trajectories
of women‘s lives in flight in order to understand how their lived experiences influence decisions
about having children.
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CHAPTER TWO: LITERATURE REVIEW
Chapter Overview
This chapter provides a review of the relevant literature to this study. The trajectory of
the refugee experience is detailed as well as a discussion on the current US policies on refugee
matters. A discussion on theory including the rationale for why it has explanatory power to guide
this dissertation will follow. Thereafter, I discuss the literature and a conclusion to the chapter
An Overview of the Refugee Experience
The United Nations High Commissioner for Refugees (UNHCR) provides a defines a
refugess as the following:
A refugee is someone who has been forced to flee his or her country because of
persecution, war, or violence. A refugee has a well-founded fear of persecution for
reasons of race, religion, nationality, political opinion or membership in a particular
social group. Most likely, they cannot return home or are afraid to do so. War and
ethnic, tribal and religious violence are leading causes of refugees fleeing their
countries. (United Nations High Commission for Refugees, n.d.)
Refugees flee from their countries of origin primarily as a result of armed conflict,
religious, political, cultural or ethnic persecution, as well as sexual and gender-based violence
(SGBV). SGBV is becoming an increasingly prominent source of forced migration and is
predominantly evident in nations with long-standing conflict (UNHCR, 2012). When refugees flee
from their homes, they often leave behind family members, careers, and possessions such as land
or inheritance (Dillman et al., 1993 as cited in Newbold & Mckeary, 2018). Having their lives
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threatened and livelihoods stripped from them impacts overall refugee health, especially as they try
to adjust to a fragmented life that accompanies being a refugee.
After fleeing from the country of origin, a refugee‘s life is subsequently characterized by
uncertainty as he or she tries to obtain asylum in another country (UNHCR, 2014). Most refugees
seek asylum in nearby nations where they live in temporary camps that are set up by local
government and non-government organizations who provide humanitarian assistance to them
(UNHCR, 2014; Juneau & Rubin, 2014). There are a couple of organizations that work
collaboratively with states and other private and governmental organizations to provide aid to
refugees. For instance, The United Nations Development Program (UNDP), The United Nations
Children‘s Fund (UNICEF), World Food Program (WFP), and The International Committee of the
Red Cross (ICRC) provide services such as shelter, food, healthcare, and safety (UNHCR, 2012).
While in camps, mobility, education, and employment are often restricted by the country of
asylum (Capps et al., 2015). Some refugees are not accepted by the host community, and are thus,
at great risk of social isolation, stress, and other associated issues (Newbold & Mckeary, 2018).
Although it is understood that refugees are generally vulnerable to health risks such as poor
nutrition, mental health issues, violence and other diseases, those living in protracted camp
situations are more significantly impacted. Most refugees, especially in African countries, live in
protracted camp conditions (Capps et al., 2015; Crisp & Long, 2016; de Bruijn, 2011; Fielden,
2008; Mackenzie et al., 2007; UNHCR, 2003b, 2011). For instance, a large majority of refugees
from the Democratic Republic of Congo have lived in proximate countries for decades as some
wait to go through local integration or resettlement in a third country; repatriation is not an option
for many due to prolonged conflict in the country (Fielden, 2008; Kigozi, 2015; Kivu, 2017;
Kreibaum, 2016; UNHCR, 2011).
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The office of the United Nations High Commission for Refugees (UNHCR) is the chief
stakeholder in refugee matters. UNHCR was originally established in 1950 following World War
II, to provide services to displaced Europeans who were affected by the war (―History of
UNHCR,‖ n.d.). UNHCR is a widely recognized agency that collaborates with several nations
(both countries of origin and host countries) and non-governmental organizations to provide
services for displaced individuals and families. The services they provide include (1) advocating
for policies that benefit displaced populations in both the country of origin and the host
countries, (2) providing cash and vouchers with a goal of safeguarding autonomy and dignity, (3)
education services, (4) assisting with migration, and (5) ensuring that all displaced persons are
provided with shelter (United Nations High Commission for Refugees, 2017). Additionally,
UNHCR and other national and international partners focus on addressing public health priorities
in refugee populations; special focus is on nutrition and food security, water, sanitation, hygiene,
researching and implementing health programs, ensuring access to health services, and
addressing reproductive health issues (―Public Health,‖ n.d.).
During the United Nations General Assembly held In 2016, UN member states
committed to providing durable solutions for refugees and host countries in what has come to be
known as the New York Declaration (United Nations High Commission for Refugees, 2017).
The states cooperatively developed the Global Compact, a comprehensive framework for
responding to the current refugee issues (United Nations High Commission for Refugees, 2017).
States primarily agreed on responsibility-sharing by lessening the burden on developing nations
who currently host the largest number of refugees (Jallow, Sajjad, & Heinbecker, 2004). This
will be achieved by increasing yearly admission capacity in third-countries, providing aid and
other services in support of host countries with large refugee populations, and by collaborating
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with, and strengthen countries of origin to facilitate successful repatriation (United Nations High
Commission for Refugees, 2017). It should be noted that the United States withdrew from
participating in the Global Compact for Migration (GCM), a related compact, in the latter part of
2017 (Brenden, 2017).
Durable Solutions for Refugees
Member states of the United Nations along with other government and non-governmental
organizations, universities, and the private sector partner with UNHCR to address refugee
matters. These entities endeavor to provide durable solutions in varying capacities and at
different stages of the refugee experience. The durable solutions are expected to, ―…promise an
end to refugees‘ suffering and their need for international protection and dependence on
humanitarian assistance‖ (UNHCR, 2003b). The most common durable solutions include refugee
repatriation, local integration, and resettlement (Crisp & Long, 2016).
Voluntary repatriation. Upon careful assessment of the situation in the country of origin,
UNHCR collaborates with the countries involved (i.e. the country of origin and the host country)
to help refugees successfully repatriate/return to their home countries. Host and donor countries
are often interested in refugee repatriation largely due to the impact of donor fatigue, and the
challenge that the host country has with regards to having the capacity and resources needed to
receive and sustain refugees (Crisp & Long, 2016). These issues are particularly pertinent in the
current global climate where there are increasingly large numbers of refugees seeking sanctuary in
foreign countries with no indication that the issues which led them to flee from their countries of
origin cease (Crisp & Long, 2016). It is implicit that as a result of the increasing number of
refugees seeking asylum in host countries, the associated pressure on these countries and other
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stakeholders will lead to an increase in the perceived favorability of repatriation as a durable
solution. It is thus, imperative for repatriation processes to be legally implemented and monitored.
International policies regarding refugee repatriation primarily emphasize the importance
of safety and voluntariness in the process (Jallow et al., 2004). Policies on repatriation were
developed in response to incidences such as the forced return of Rwandan refugees in the 1900‘s,
and the more recent pre-mature returns of refugees to Afghanistan and the former Yugoslav
Republic at the turn of the century (UNHCR, 2003b). By implementing these policies, the United
Nations aim to protect and safeguard the dignity of all refugees by emphasizing non-refoulement,
or the prohibition of forcibly returning refugees to home nations where persecution is highly
likely (Crisp & Long, 2016). In the same vein, UNHCR implemented a handbook on voluntary
repatriation which emphasizes voluntariness, described as, ―the absence of any physical,
psychological, or material pressure…which push the refugee to repatriate‖ (UNHCR, 1996a as
cited in Crisp & Long, 2016). As delineated in the handbook, core components of voluntary
repatriation include safety (physical, legal, and material) and reconciliation; prior to repatriation,
UNHCR initially assesses and affirms that returnees will be safe, able to attain sustainable
livelihoods and have access to basic services as they reintegrate into the country of origin (Jallow
et al., 2004). Some argue that states and other stakeholders often find a grey area between forced
and voluntary repatriation, particularly when faced with economic and political pressures that
accompany the increasing influx of refugees in these nations (―Rethinking durable solutions,‖
2004 ; Crisp & Long, 2016).
Local integration into the country of first asylum. In the event that refugees are unable
to return to his or her country of origin, they may be locally integrated in the second country. The
integration process is gradual, complex, and demanding for both the host country which needs
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the resources to facilitate integration, and the refugees as they attempt to adapt to their new
communities (Juneau & Rubin, 2014). The integration process, which is most prominent in
African and Asian countries, primarily involves promoting economic independence to aid
refugees in attaining a livelihood comparable to that of people in the host community (Fielden,
2008), ensuring access to legal services and rights, and facilitating social and cultural integration
(―Rethinking Durable Solutions,‖ 2004). To carry out all the activities involved in the integration
of refugees, UNHCR, in collaboration with the state government and non-governmental
organizations, provide capacity building services, technical assistance, and institutional support
to states to aid in the local integration of refugees (Board et al., 2000).
It should be noted that UNHCR emphasizes local integration as opposed to assimilation,
because the goal is not for refugees to disown their lifestyles and beliefs, but rather to adjust to
the host community (Fielden, 2008). Local integration can be beneficial for host countries in
terms of economic growth because it has the potential to introduce a new, stronger work force
with diverse skills. Alternatively, Fielden (2008) reports that challenges with local integration
include the strain placed on the host country‘s infrastructure, the unwillingness of some refugees
to integrate, and implications of environmental sustainability regarding the use of resources
which are often limited. In addition, there are the challenges of securing international donations
that are needed to support the process.
Third country resettlement. An alternative to local integration in the second country is
resettlement in a third country. The resettlement process which is initiated by UNHCR, involves
the identification of the most vulnerable refugees and those whose lives are deemed to be
endangered in the host country; for these people, repatriating to the country of origin is not an
option (―Resettlement in the United States,‖ 2018). UNHCR identifies the most vulnerable
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refugees, conducts applicant screenings, and makes referrals to the potential host country which
in-turn, conducts its own screening or vetting process (―Resettlement in the United States,‖
2018). Host nations have unique resettlement processes. In the United States, the department of
state collaborates with UNHCR to identify refugees who need resettlement, and thereafter,
conducts screenings and recommendations for vetting (in-depth investigations); the vetting
process is carried out by the Department of Homeland Security (Capps et al., 2015).
Upon successful completion of the vetting process and determination that the refugee will
be resettled in the United States, the case is forwarded to the Resettlement Support Center
(RSC). After the case is received, the RSC prepares for an adjudication hearing and further
screening for security and forwards the case to the United States Citizenship and Immigration
Services (USCIS) which conducts interviews and determines approval for resettlement. Once
approved, the refugee is sent for health screenings and cultural orientation classes which are
focused on providing a general introduction to the life and culture of the United States (U.S.
Department of State, n.d.).
Once a refugee receives health clearance, the United States International Organization for
Migration (IOM) arranges travel by providing a loan that the refugee is required to repay after
resettlement (DCF, n.d.). The US government provides funding to state and non-governmental
entities at the state and local levels which assists with all resettlement matters (Florida
Department of Children and Families (DCF), n.d.). Under the Department of State, The
Reception and Placement Program provides funding to nine resettlement agencies to determine
where the refugees will live once and to locally provide services; a refugee‘s residence is
determined after considering whether they have relatives in the country, community capacity to
serve as hosts, and the refugee‘s unique needs (U.S. Department of State, n.d.).
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Select US government funded agencies are involved in refugee resettlement at the local
level (UNHCR, n.d.-c). These agencies have local offices established to oversee resettlement
matters once the state and city of residence has been determined. Key services include providing
case management, employment assistance, housing, English language classes (UNHCR, n.d.),
and connecting them to other health and social services such as cash assistance through TANF,
or the Temporary Assistance for Needy Families program (―The Refugee Act,‖ 2012).
Resettlement agencies connect refugees with health care services by linking them to the local
health department and other clinics that provide a wide array of services that include
reproductive healthcare.
U.S. Refugee Resettlement Policies
The United States government initiated the refugee program following World War II with
legislative acts as the 1948 Displaced Persons Act, to help Europeans affected by the war, leading
to the resettlement of about 340,000 people (Gibney, 2004). Prior to 2003, the most commonly
hosted refugees originated from the former Soviet Union, Vietnam, Cuba, the former Yugoslavia,
and Laos. The US has since resettled more refugees from different parts of the world, making it the
leading nation in refugee resettlement (―Resettlement in the United States,‖ 2018). The US
Department of Health and Human Services (HSS) oversees the Refugee Resettlement Program
whose purpose is to ensure that refugees are successfully integrated within the country (―The
Refugee Act,‖ 2012).
The current US refugee resettlement policy has three main priorities: Priority one (P1)
allows for individuals whom as recommended by UNHCR, have ―compelling persecution needs or
those for whom no other durable solution exists‖. Priority two mandates for the Department of
State to allow for individuals who have experienced religious or ethnic persecution, to enter into
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the United States. Lastly, priority 3 (P3) designates for reunification of unmarried children under
21 years of age with their immediate relatives (Esbenshade, 2010; UNHCR, n.d.). The family
reunification program under Policy 3, was halted in 2008 (Esbenshade, 2010), and was again
threatened to be discontinued in 2017.
Refugee Health
Refugees have unique and often complex health needs as a result of their backgrounds
which expose them to violence (Burgess, 2004; Eriksson Baaz & Stern, 2013; Graham, Minhas,
& Paxton, 2016; UNHCR, 2003a; Williams, Thompson, & Williams, n.d.), inconsistent access to
health care (Burgess, 2004; Feldman, 2006; Robertshaw, Dhesi, & Jones, 2017; UNHCR,
2003b), and sub-standard living conditions that further expose them to poor health outcomes
(Fielden, 2008; Graham et al., 2016; Janssens, Bosmans, Leye, & Temmerman, 2006b; Kenneth
E. Miller & Rasmussen, 2010; Westhoff et al., 2008; Willigen, 1993).
Refugees experience a high prevalence of nutritional deficiencies while living in camps as
well as in countries of resettlement (Burgess, 2004; Dawson-Hahn et al., 2016; Fabio, 2014;
Gagnon et al., 2002; Hossain, Leidman, Kingori, Al Harun, & Bilukha, 2016; Tiong et al., 2006;
Wang, Min, Harris, Khuri, & Anderson, 2016). These deficiencies stem from limited availability
of varied foods while living in transition and are impounded by social structural issues in countries
of resettlement. In their literature review examining post-resettlement food intake among US
resettled refugees, Wang and colleagues (2016) found that food insecurity among resettled
refugees was correlated with low income, low education, a shorter stay in the US, language
limitations, and low acculturation. The most common nutrition deficiency was vitamin B-12
deficiencies associated with limited food choices, particularly with meat, eggs, and dairy products
(Wang et al., 2016). Other nutrition deficiencies found in refugees include iron deficiency anemia
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and vitamin A. According to The United Nations High Commissioner for Refugees (n.d.)
malnutrition makes refugees more susceptible to some communicable diseases and food shortage
has been linked with exploitation and sexual abuse in refugee populations.
Parasitic infections are common in refugee populations. Literature shows that parasitic
infections, which are sometimes not initially identified or adequately treated, contribute greatly to
morbidity and sometimes, death in refugees (Dang & Tribble, 2014; Gagnon et al., 2002; Lifson,
Thai, O‘Fallon, Mills, & Hang, 2002; Newbold & Mckeary, 2018; Tiong et al., 2006). In addition,
dental problems have been identified in both refugee adults and children. Pre-resettlement, the
most common dental issues result from limited or lack of access to dental care while in living in
camps and limited diets. Post-resettlement contributors to dental problems among refugees include
barriers to access to preventative or restorative care and limited knowledge about host country
diets and oral health (Geltman et al., 2013; Koenig, Newbold, McIntosh, & Rode, 2000; Singh et
al., 2008).
Chronic diseases such as diabetes and hypertension are increasingly becoming a major
source of morbidity and mortality among refugee populations (Doocy et al., 2015; Dookeran,
Battaglia, Cochran, & Geltman, 2001; Palinkas & Pickwell, 1995). In their retrospective 4 year
cross-sectional study of 4,289 adults looking at the prevalence and risk factors of chronic disease
in refugees and asylees living in Massachusetts, Geltman and colleagues (2010) found a
significant association between region of origin and the prevalence of obesity/overweight and
hypertension. Implications from the study included the need for culturally tailored screenings
and the provision of nutrition-related services for refuges entering the United States. Another
study assessing the diabetes care for 81 refugees from Somalia revealed disparities in the ability
to manage the illness compared to their Somali non-refugee counterparts. The authors
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recommended increasing efforts that mitigate language and cultural barriers between patients and
providers in order to improve health literacy. Other health conditions include infectious diseases
such as Tuberculosis and Cholera, etc. (Burgess, 2004; Dawson-Hahn et al., 2016; de Bruijn,
2011; Loizos & Constantinou, 2007; Robertshaw et al., 2017), and mental health conditions.
Conceptualizing Gender in the Refugee Experience
Women started being included in the narrative of refugee resettlement in the early 1980s
surrounding the time known as the UN Decade for Women, where the issues surrounding the
isolation of women from humanitarian matters were highlighted (Barnett, 2002; Callamard,
1999). Thereafter, during the Copenhagen conference on refugee matters, UNHCR initiated a
working group on gender matters in the refugee context, with the aim of addressing disparities,
particularly; the underlying causes of women‘s alienation in refugee matters, and what factors
disproportionately affected refugee women.
The results of the Copenhagen conference included a declaration of refugee women‘s
rights. Subsequent meetings such as the 1983 Dutch Refugee Association (DRA), The Nairobi
Conference in 1985, addressed gender-based violence and inequity, respectively. Following these
events, gender became an area of discourse and gender matters, including reproductive health,
were globally incorporated in humanitarian efforts (Barnes, 2004). In 1994, the International
Conference on Population and Development (ICPD) which was sponsored by the UN, defined
reproductive health, and specifically addressed the need for nations to commit and enforce policies
on reproductive health. This led to the understanding reproductive health as a human right for
refugees. In section D, chapter 10 of the ICPD program regarding refugee rights, governments
were recommended to do the following:
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Strengthen their support for international activities to protect and assist
refugees…Refugees should be provided with access to adequate accommodation,
education, health services, including family planning, and other social services
(ICPD, 1994).
Following these milestones in refugee women‘s health, reproductive health has since been
considered as an integral part of human rights (Barnes, 2004). It is therefore, imperative that as the
global refugee population increases, there is a need for more research and implementation of
appropriate policies and practice in refugee health, specifically, women‘s health as they are the
largest and most vulnerable group, next to children.
Reproductive Health of Refugees
An important component of refugee health involves women‘s health, specifically,
reproductive health. Generally, reproductive health is influenced by various aspects of an
individual‘s life that include social and environmental exposures, culture, genetics, and lifestyle
(National Institute of Health, 2011). These factors are compounded in women from refugee
backgrounds (Barnes & Harrison, 2004; Costa, 2007; Deacon & Sullivan, 2009; Guruge &
Khanlou, 2004; C. Pavlish, 2007). Women and children constitute more than half of the global
refugee population, yet they are disproportionately affected by adverse health outcomes, poverty,
low literacy levels, violence, and poor reproductive health outcomes (Gagnon et al., 2002;
Janssens et al., 2006b; Stapleton, Murphy, Correa-Velez, Steel, & Kildea, 2013; Tappis et al.,
2017; Westhoff et al., 2008).
Much of the literature in refugee women‘s health places focus on sexual and genderbased violence (SGBV). Pre-migration factors such as sexual and gender-based violence expose
women to poor health outcomes. Many refugee women live in camps where they are exposed to
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sexual and physical abuse, as well as inadequate reproductive health care to address these issues
(Cardozo, Talley, & Crawford, 2006). Cultural norms and gendered expectations exercerbate
refugee women‘s experiences after rape. Many women who are raped, are often shunned by their
community because women often bear the responsibility of upholding sexual integrity. The
isolation is often exercerbated if the rape results in a pregnancy. Cultural and often religious
values regarding abortion often restrict the woman‘s options, further exposing her to adverse
health outcomes.The woman often delivers in hiding, which lends to the risks of developing
obstetric complications (Anker, 2002; Favell, n.d.; Hynes & Cardozo, 2000). In addition, female
circumicion, which is common in many refugees, is identified by the UN as a form of genderbased violence. It has been associated with obstetric morbidities that include postpartum
hemorrhaging, caesarean sections, prolonged labor (Lax, 2000; Ukoko, 2005; Banks et al.,
2006).
In addition to sexual and gender-based violence, research in refugee women‘s
reproductive health has mainly focused on maternal and child health to include antenatal care. In
a study looking at the perceptions of antenatal care among 18 pregnant African refugee women,
Cassar et al., (2010) reported that Amharic and Dinka cultural beliefs about pregnancy as a
normal aspect of women‘s lives that did not require continuous monitoring or care, played an
important role in women‘s utilization of antenatal services . Similar findings were reported with
refugee women from different countries of origin (Iliadi, 2008; Mengesha, Perz, Dune, &
Ussher, 2017a). A meta-ethnographic study aimed at examining how refugee women negotiate
motherhood in high income countries found that women viewed cesarean sections and
ultrasounds as contrary to their culture; these procedures were viewed as unecessary and an
interruption to the natural process of pregnancy and as a threat to the unborn child (Pangas et al.,
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2019). Pangas and colleagues also report that a woman‘s cultural convictions as well as her
previous experience with healthcare providers in the resettlement context contribute her
decisions to seek antenatal services. Refugee women‘s use of antenatal services were influenced
by their personal histories that may illicit retraumatization while providers collect personal health
histories during clinic visits (Pangas et al., 2019). These findings show the challenge refugee
women experience with negotiating cultural beliefs about pregnancy and childbirth in a new
culture, thus highlighting the importance of cultural awareness in healthcare with these groups. .
An unmet need for family planning has been reported in refugees populations
(Aptekman, Rashid, Wright, & Dunn, 2014; Barot, 2017b; Cahill et al., 2017; A. S. Davidson,
Fabiyi, Demissie, Getachew, & Gilliam, 2017; Mengesha et al., 2017b, 2017a; Robertshaw et al.,
2017; UNHCR, 2011). The World Health Organization (WHO) defines an unmet need for family
planning as, ―as the percentage of women of reproductive age, either married or in a union,
who have an unmet need for family planning. Women with unmet need are those who are want
to stop or delay childbearing but are not using any method of contraception.‖ In a study on the
unmet contraceptive needs of refugees in resettled refugee women in Canada, Aptekman (2014)
modified the definition to include women of reproductive age who are single and sexually active.
The study showed that contraceptive need was much higher in refugee women than their host
country counterparts. The author suggested screenings for contraceptive need to be included in
initial intake and care of refugees upon arrival (Aptekman, 2014).
In a systematic review of the reproductive health of refugee women, Gagnon et al.,
(2002) reports that patterns in feritility among refugees vary in the reasons that they give for
increasing fertility. Some refugees reported the desire to replace lost children during conflict and
maintain lineage as they settle in more stable conditions, were the reasons for having more
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children. Alternatively, others report the need to stop or prolong pregnancy is a result of the
unstable conditions and social structural barriers which include economic conditions in host
countries, as well as fear for loss of partners (Gagnon et al., 2002).
As a result of their migration experience, resettled refugee women often experience
challenges with access and utilization of reproductive health services, namely with family
planning. Common challenges include a lack of knowledge and acces to modern contraceptives
(Ackerson & Zielinski, 2017c, 2017b; Cahill et al., 2017; Howard et al., 2008; Mukasa, Ali,
Farron, & Van de Weerdt, 2017; Radovich et al., 2018; Tanabe et al., 2017) cultural and
religious beliefs surrounding pregnancy and having children (Correa-Velez & Ryan, 2012; A. S.
Davidson et al., 2017; Erlbaum et al., 2009; Howard et al., 2008; Mengesha et al., 2017a;
UNHCR, 2004), communication about family planning with partners and providers (Ascoly et
al., 2001; N. Davidson et al., 2004; Gagnon et al., 2002; Robertshaw et al., 2017; Stapleton et al.,
2013; J. Taylor & Gillette-Pierce, 2017), as well as perceptions about the quality of family
planning (Howard et al., 2008).
Pregnancy Intendedness in the Broader Social Structural Context
With nearly half of all reported US pregnancies being recorded as unintended, the United
States Department of Health and Human Services prioritized lowering the rate of unintended
pregnancies by 10%, as part of the Healthy People 2020 campaign (Guttmacher Institute, 2012).
Unintended pregnancies contribute to adverse experiences that extend beyond personal health
risks to the broader social structural influence that include the health system, where the burden
on public funding for health care services (i.e. insurance costs) significantly increases
(Guttmacher Institute, 2012).
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The intention to initiate or follow-through with a pregnancy is closely tied with maternal
and child health outcomes; factors that include abortion, an expectant woman‘s participation in
prenatal care, low-birth weight babies, child development, and other post-natal maternal and
child health outcomes have been associated with pregnancy Intendedness (Brown and Eisenberg,
1995). Additionally, consequences of unintended pregnancies are far-reaching and can influence
educational attainment of the parents, which has implications for economic hardship, relationship
strain between partners and within the family (i.e. parent-child relationship), as well as substance
abuse problems (Brown and Eisenberg, 1995). These outcomes are heightened in vulnerable
population groups including refugees; by nature of their conditions while in flight, refugees
experience greater health disparities and are more susceptible to negative health outcomes
overall, when compared to their indigenous host country counterparts.
A woman‘s interpersonal and social-cultural context has been found to substantially
influence her intentions to have children. Through their exploration of the concept on intended,
planned, and wanted pregnancy from women seeking prenatal care, elective abortion, and
pregnancy testing, Fischer and colleagues (1999) found that family context and religious values
played a key role in women‘s decisions. These factors influenced reporting of wantedness: a
religious woman is less likely to report that she ―did not want‖ the pregnancy. In addition, the
partner‘s perception of pregnancy played a major role in how a woman defined intention (Fischer
et al., 1999). A study looking at the variation in pregnancy intendedness through review of the
National Survey of Fertility Barriers, found that intendedness varied between pregnancies and
was dependent upon socio-demographic and ideological characteristics of the women. Single,
black, and unmarried women were more likely to express ambivalence toward motherhood
compared to their racial counterparts, further exemplifying the need to consider context when
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studying pregnancy intention (Shreffler et al., 2014). Similarly, in their study to measure the
validity and reliability of a pregnancy intendedness scale, Paterno and Han (2014), found that it
is important to consider the cultural context when measuring intention because in certain groups,
intention is not a relevant factor.
Sub-Saharan African Beliefs about Health and Illness
Traditional medicine systems are often the primary source of healing for many Africans;
these systems vary based on the region of the continent. Generally, African traditions emphasize
the physical and spiritual components of an individual as being primal to achieving optimal
health (Falola & Heaton, 2008; White, 2015). In addition, good health involves being on good
terms with one‘s ancestors as well as their community. African tradition views ancestors as
spiritual guides who live on through a healthy individual with a purpose of providing protection
and good fortune. Because one is required to live in harmony with his or her community, African
tradition places an important focus on understanding that individuals are a collective member of
society; therefore, being in good health becomes about maintaining a healthy balance between
the physical and spiritual world (Falola & Heaton, 2008; White, 2015). As a result, ilnness is
viewed as a result of conflict between an individual and the spiritual world or with his family or
community.When someone is sick, the spirit world is consulted by a traditional healer, to
identify the cause of the illness to identify whether there was a violation of a conventional order,
or if the illness is more physically related (White, 2015).
Common treatments for physcial illnesses include the use of herbal medications and
counseling. Treamtent for illnesses that are identified to be spiritually based involves carrying
out elaborate rituals to appease the gods, spiritual cleansing, pouring of libations to ancestors,
and counseling. Traditionally, Africans belief that there is one supreme God, but he works with

42

ancestoral spirits, and heals through the use of these spirits, diviners, and herbal medicines
(Falola & Heaton, 2008; White, 2015). Even with the introduction of religions such as
Christianity and Islam, African beliefs about illness remain the same (Westoff & Bietsch, 2015).
Traditional religious beliefs and practices are still practiced in conjuction with Christianity or
Islam, and influence various aspects of behavior (Caldwell & Caldwell, 1987). Given this
information, understanding the role of traditional beliefs provides context and guides in the
provision of culturally appropriate services to individuals from African socities who migrate to
western countries.
Sub-Saharan African Beliefs about Reproduction
African traditions and views surrounding reproduction differ from most western socities,
largely as a result of traditional beliefs that emphize having large families so as to ensure the
continuity of ancestors and family. Moreover, since African socieities are largely collective in
nature where individual behaviors are heavily influenced by significant and generalized others,
having children is viewed as a social responsibility. High fertility is viewed as rewarding
economically the larger the number of surviving children a family has, the greater the likelihood
for economic security (Caldwell & Caldwell, 2009).
Limiting childbirth in the traditional African setting is largely viewed as a way of
maintaining stability. It is also perceived as a way of increasing the likehood that current children
have a higher chance of survival, rather than to stop having children altogether. Traditionally, the
most common forms of family planning practice included postpartum sexual abstinence for as
long as three months. This is done to maximize the chance that the child will survive. In addition
grandmaternal terminal abstinence is a common practice. Grandmaternal abstinence is
characterized as the decision for a woman who obecomes a grandmother to become infertile so
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that she becomes a caretaker for the grandchild (Caldwell, & Caldwell, 2009; Gould, 2015).
Studies show that these beliefs about childbearing do not differ based on education or
industrialization. Women from both settings generally believe that bearing children is a social
responsibility and that the decision is made largely based on the input of the male partner, the
ancestors, and God (Caldwell & Caldwell, 2009). A woman‘s ability to have children is a
―blessing‖ or ―gift‖ from God, therefore, infertility of any kind, whether intentional or not, is
frowned upon and often looked at as rebellion (intentional) and ill-fortune; As with other
illnesses, infertility is viewed as a result of possible conflict between the physcial and spiritural
(Caldwell & Caldwell, 1987; Naidu, 2014; Westoff & Bietsch, 2015). Combining these
traditional African beliefs with the life of being a refugee which is characterized by uncertainty,
a disruption in the family and social structure, and sometimese, child death, it can be understood
that beliefs about having children, may take on a new meaning.
Health Beliefs and Practices of Congolese Refugees
Western influences of health and religion are evident in The DRC, where most Congolese
practice the Christian religion: about 70% of the Congolese population are Christian (Cultural
Orientation Resource Center, 2012). However, Congolese often combine traditional and western
practices particularly with regards to illness. For example, and particularly in situations of
limited access to health care, they are more likely to seek traditional spiritual healers who are
perceived to have supernatural powersin conjunction with Christian practices of healing that
predominantly center around prayer(US Department of Health and Human Services (HHS),
2016).
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Beliefs about Family Planning in The DRC. With regards to family planning practices,
culturally inspired restrictions of contraceptive access to married women and religious
prohibition of method options impact women‘s used of these services. It should be highlighted
however, that differnet religious faiths and denominations have varying views about
contraceptives; Christian groups for instance, may accept the use of contraceptive pills but not
emergency contraception which may be viewed as child murder (Aylward & Friedman, 2014). In
addition, traditional contraceptives such as calendar counting or cylce beads are a more favorable
method in religious communities. Other common traditional contraceptives used by Congolese
include periodic abstinence or withdrawal (Rossier & Corker, 2001). However, some studies
report that married women desire to access modern cotraceptive methods and fear of side effects
predominate religious restrictions with regards to contraceptive use (Izale et al., 2014; Mathe,
Kasonia, & Maliro, 2011; Muanda, Ndongo, Messina, & Bertrand, 2017) .
The Role of Witchcraft in Refugee Health. In the broad sub-Saharan African belief
system, discussions of witchcraft are not uncommon as some people attribute their misfortune to
the supernatural, some in the form of bewitchment. In the perspective of the ―bewitched‖ , the
bewitching is largely done by discontented family members, neighbors, friends, etc. which often
leads to mistrust and social discord within groups (Gershman, 2016). Moreover, witchcraft has
been attributed to fertility and childrearing in some African communities as well (Caldwell,
2009; Dyer, Abrahams, Hoffman, & Van Der Spuy, 2002; Tabong & Adongo, 2013). A study
done in the Republic of Ghana West Africa, found that socially constructed meanings ascribed to
infertility involved witchcraft as being a common force in controlling fertility as well as in
determining children‘s health and safety outcomes (Larsen & Whitehouse, 1966; Tabong &
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Adongo, 2013 Upton, 2001)(Tabong & Adongo, 2013)(Tabong & Adongo, 2013)(Tabong and
Adongo 2013)(Tabong & Adongo, 2013)(Tabong & Adongo, 2013)
Resettled African Refugees and Reproductive Health
Much of the literature on the reproductive health of refugees has been focused on postmigration health experiences and outcomes (P. Allotey et al., 2004; Barnes & Harrison, 2004;
Burgess, 2004; Correa-Velez & Ryan, 2012; Gagnon et al., 2002; Inhorn & Serour, 2011;
McGinnis, 2012; Mengesha et al., 2017a; Robertshaw et al., 2017; Robillard, 2011; Shishehgar et
al., 2017; B. J. Taylor & Ravi, 2017; Watts, McMichael, & Liamputtong, 2015). Women refugees
are not homogenous, as they experience varying challenges with regards to reproductive health,
depending on their backgrounds. For this literature review, I will focus on the reproductive health
experiences of refugee women who originate from African countries, bearing in mind the fact that
there is also variation between these women (McGinnis, 2012; Robillard, 2011).
A large majority of refugees who resettle in western countries such as the United States
originate from African countries (UNHCR, n.d.), most of whom are women (Haffejee & East,
2015). Reproductive health challenges faced by resettled African refugees in western host
countries largely surround social, cultural and religious issues. Agu and colleagues (2016)
conducted a study to assess the role of discrimination and stigma on help seeking behavior
among HIV positive refugees in Perth Australia. Findings revealed that stigma served as a barrier
to the utilization of health services and often led to self-isolation in sub-Saharan Africans and
Asian migrants and refugees living with HIV/AIDS (Agu, Lobo, Crawford, & Chigwada, 2016).
In addition, host perceptions regarding immigration and illness contribute to the well-being of
the refugees who resettle in western countries. Fear of how they may be perceived by family and
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friends was a reported barrier to seeking service that include such as reproductive healthcare in
west African refugee women (Drummond, Mizan, Brocx, & Wright, 2011).
Another study which assessed the influence of community perceptions of infectious
disease risk in Australia found that there is a general fear that new arrivals increase the incidence
and proliferation of infectious diseases in the country. This perception of refugees as ―carriers‖
of infectious diseases has implications on service provision and health seeking behavior.
Challenges to the use of reproductive health services by African refugees include
perceived lack of empathy from the providers regarding cultural differences, limited knowledge
of, and experience with women who had experienced genital cutting/mutilation (Janssens,
Bosmans, Leye, & Temmerman, 2006a) provider biases regarding contraceptive use, parity, and
birth spacing (Gagnon et al., 2002; E Kurth et al., 2010; Owens, Dandy, & Hancock, 2016;
Stapleton et al., 2013; Lazare et al., 2011 Watts et al., 2015; Tanabe et al., 2017), and providers
not considering the impact of religion on health and healing in some refugee groups (Francis,
Griffith, & Leser, 2014).
Indirect challenges to the use of reproductive health services by resettled African
refugees include knowledge and attitudes about the host country‘s health care system (P. Allotey
et al., 2004; Barnes & Harrison, 2004; Janssens et al., 2006b; Krause et al., 2015). Studies reveal
that not having previously obtained routine primary or preventative care and making
appointments before visiting a healthcare provider resulted in confusion and frustration in
resettled refugee women. This was particularly seen in women who came from protracted camp
situations who were often used to receiving services that were ―pre-arranged‖ through
humanitarian agencies (Ascoly et al., 2001; Correa-Velez & Ryan, 2012; Iliadi, 2008; Mengesha
et al., 2017a; Owens et al., 2016; Stapleton et al., 2013). Other barriers to access and utilization
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of reproductive health services include limited knowledge about the transmission and prevention
of reproductive diseases, (Drummond et al., 2011) as well as changed gender roles, which have
implications for intimate partner violence (Westhoff et al., 2008).
These factors have implications for reproductive health-seeking behavior, and health
service utilization. Bearing these challenges in mind, experiences during resettlement further
compound refuge women‘s health. It is thus important to address reproductive health matters for
the growing group of African refugee women who resettle in western countries, in order to
understand overall health and opportunities for research, policy, and repactice.
Opportunities for Research
Literature on refugee health covers a wide array of areas. Most of the literature on the
health of resettled refugee health is more extensive in Canada, Europe, and Australia compared to
the United States (Allotey & Reidpath, 2003; Chey et al., 2015; Davidson et al., 2004; Dookeran et
al., 2001; Eriksson Baaz & Stern, 2013; Riggs, Yelland, Duell-Piening, & Brown, 2016; Robillard
& Jatau, 2011; Silove et al., 2017; UNHCR, 2004; Ussher et al., 2017; Willems, 2003; Yelland et
al., 2015). In general, there is scarce literature on the African refugee resettlement experience in
the United States (Boas, 2007; Khawaja, et al. 2008) and there is less literature on Congolese
women refugees (McMorrow & Saksena, 2017; Wachter et al., 2016b). This may be due to the fact
that African refugees are one of the most recent group to be resettled in the country, as the US
began hosting refugees from African countries in the 1980‘s (Refugee Processing Center, n.d.).
As the number of refugees who originate from African countries continues to rise, more
research on their experiences needs to be conducted in order to promote successful integration
and to sustainable health outcomes. In addition, while few studies have sought to understand the
challenges refugees encounter during resettlement (Bogic, Njoku, & Priebe, 2015; Deacon &
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Sullivan, 2009; El-Radi, 2015; Gilhooly & Lee, 2017), to the best of my knowledge, few studies
(Haffejee & East, 2015; Janzen & Dean, n.d.; Jatau, 2011; Morris et al., 2009; Royer, Jackson,
Olson, & Grainger, 2015a; Royer et al., 2015b; Twagiramungu, 2013; ) have specifically looked
at how a resettled African refugee woman negotiates her reproductive health in a new social
environment and in the midst of competing social-structural demands associated with
resettlement.
African refugees are a unique population group due to their historical context and
heterogeneous background; refugees are a heterogeneous group with nuances that demand for a
researchers and practitioners to abandonment the notion that ―one-size fits all‖ when it comes to
service provision. Moreover, while some studies have utilized theories such as Womanist Theory
(Haffejee & East, 2015) and Post-Colonial Feminism (Guruge & Khanlou, 2004; Robillard,
2011) to contextualize the unique experiences of African refugee women who have resettled
abroad, few studies have used theories that explore how African female refugees negotiate
meaning of resettlement and influences from social players such as lay people, in the use of
refugee services (Dynes, Stephenson, Rubardt, & Bartel, 2012; Glenton & Colvin, 2013; Jesmin
& Cready, 2016; Lowe & Moore, 2014).
Studies have looked at the relationship between providers and refugees, but few have
explored the middle group, the paraprofessionals (Ivry & Shaw, 1992; Owen & English, 2005).
These individuals may or may not be refugees, and are identified as community leaders,
volunteers, or advocates by the community. It is important to understand what role this unique
group plays in a refugee woman‘s decision-making with regards to the use of reproductive health
services. By using a theory such as symbolic interactionism, a researcher is able to understand
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what meanings a Congolese refugee woman constructs from the information shared between her
and the paraprofessional.
Few studies have looked at the nature of a woman‘s relationship with paraprofessionals in
the resettlement setting, and how this relationship influences her beliefs regarding having children
in a new environment. In addition, no studies have explored to what extent the paraprofessional‘s
influence differs from the influence of her significant and generalized others or the broader social
group with regards to a woman‘s reproductive health behavior.
This study hopes to contribute to the literature by exploring how a woman‘s social ties
and her interaction with community paraprofessionals influence her reproductive health
decisions in a resettlement context. By uncovering personal and social beliefs about reproduction
and the influence of a woman‘s pre-resettlement and post-resettlement experiences, this study
will identify the intrapersonal and interpersonal processes that a woman undergoes when making
decisions about pregnancy and childbirth.
Conclusion
Refugees are a unique population with complex backgrounds that substantially contribute
to health and development. As the number of refugees increases, it is crucial for the global
community to understand the plight of this special population and promote research, policy, and
practice aimed at improving their wellbeing. In order to better provide services to refugees,
historical, cultural, and social-structural factors need to be considered so as to promote health
and mitigate the plight of these forced migrants. This involves understanding that refugees are
heterogeneous and thus, interventions need to be as uniquely tailored as possible, to ensure
successful outcomes.
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CHAPTER THREE: METHODS
Chapter Overview
This chapter describes the methodological procedures used to collect, define, and
explicate Congolese refugee women‘s experiences with resettlement, and to explore how these
experiences collectively influence their family planning practices. In addition, a distinctive
feature of this study lies in the exploration of how a refugee woman‘s social ties, particularly
with paraprofessionals, influence her reproductive health beliefs and behaviors in the
resettlement context. Thus, study methods involved interviewing both women and
paraprofessionals with the aim of gaining insight into their role in the women‘s reproductive
health.
Study Aim: This study sought to understand how Congolese refugee women make
meaning of their lived experiences with resettlement and with having children. Specifically, the
research sought to understand how recently resettled Congolese refugee women negotiate
meanings about having children in a new culture, and how these meanings shape their family
planning practices. This dissertation was guided by the following research questions:
Research Question 1: How do Congolese refugee women describe their pre-resettlement
and post-resettlement experiences?
Research Question 2: How do resettled Congolese refugee women make decisions about
having children?
a. What are resettled Congolese refugee women‘s beliefs about having children,
and how if at all, have these changed after resettlement to the United States?
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b. How do women‘s social ties with paraprofessionals influence their beliefs and
behaviors as they pertain to having children?
Overview of Research Method and Design
Qualitative research
Epistemology defines how people perceive and come to the knowledge of reality as
approached through either an interpretivist or positivist worldview. Compared to the positivist
conception of the world which lends itself to the objective, empirical and value-free, the
interpretivist approach emphasizes subjectivity or personal interpretations and experiences
(Denscombe, 2009). Thus, interpretivism guides most qualitative research. A researcher employs
qualitative methods when the study requires an interpretivist approach to investigate personal
history (Mack, Woodsong, McQueen, Guest, & Namey, 2011), perceptions, values, and
interpretations regarding a particular phenomenon (Hennik, Hutter, & Bailey, 2011). Thus, this
study is guided by an interpretivist paradigm. In addition, interpretivism incorporates verstehen,
a fundamental component of qualitative research which highlights the participant‘s role as the
expert whose expectations and interpretation of a phenomenon are at the forefront. Thus, the
researcher essentially takes the proverbial backseat and assumes a student role (Hennik et al.,
2011).
As applied to this study, qualitative methods are utilized to investigate the influence of
sociocultural and environmental contexts on experience and behavior, as well as when a
researcher seeks to explore sensitive and new or understudied populations. This approach often
allows for greater insight into phenomena that would otherwise be difficult to obtain by more
structured, empirical methods that are characteristic of quantitative research (Hennink et al.,
2011).
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Phenomenological research designs. This study sought to understand the essence of
having children as a Congolese refugee woman who is living in a foreign land. Hence, a
phenomenological research perspective was the most suitable for this study. Phenomenology is
the study of phenomena that result from the experience of being in the world. It essentially
explains how people construct worldviews or make meaning of their world; these worldviews are
synthesized through the description and interpretation of experiences with a given phenomenon.
The phenomenon can be an emotion, relationship, culture, or program (Patton, 1990).
German philosopher Edmund Husserl (1859-1938) developed phenomenology to explain
the mindfulness approach through which people understand and interpret the world around them.
Husserl emphasized that people describe experiences through a conscious awareness that arises
from tapping into one‘s sensory affects. In explaining Husserl‘s philosophy on phenomenology,
Patton (1990) stated, ―we can only know what we experience by attending to perceptions and
meanings that awaken our conscious awareness‖ (p.69). This allows for reduction or the
elimination of external factors such as opinions and preconceptions, with the intention of
understanding the phenomenon as it is truly in its natural form or essence (Laverty, 2003); or as
Husserl famously stated, going ―back to the things themselves!‖(Kruger, 1998, p28 as cited in
Groenewald, 2004).
Phenomenological research seeks to understand the human experience as the researcher
attempts to explicate the essence of the experience as described by the participant. These
experiences are often influenced by the exchange between personal worldviews and
sociostructural constructions (Worthington, 2009; Gilkinson, 2010). As Moustakas (1998) states,
―In phenomenological research, the question should have both social meaning and personal
significance‖ (p.3) (Laverty, 2003). Following Husserl, schools of phenomenology emerged,
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leading to three classifications or schools of thought; these included Transcendental,
Hermeneutic, and Existential phenomenology. The philosophical underpinnings of
transcendentalism are essentially Husserlian in nature, where understanding a phenomenon
involves a process of reduction or the suspension of predispositions, to get to the essence of the
phenomenon. Existential phenomenology is rooted in thoughts by Soren Kierkegaard (18131855). On the contrary, Kierkegaard refuted Husserl‘s assertion that an individual is able to
completely suspend themselves from their surroundings, and alternatively stressed the meaning
of existence or being.
The Hermeneutic phenomenological approach guided this study. Compared to existential
and transcendental phenomenology, the fundamental position of Hermeneutic phenomenology is
that phenomena cannot be separated from context; thus, Hermeneutic phenomenology stresses
the integration of broader elements of an individual‘s world into understanding and explaining a
particular phenomenon (Matua & Van der Wal, 2015). This approach allows the researcher to
investigate the effects of culture, ethnicity, gender, and socioeconomic status on a phenomenon
(Matua & Van Der Wal, 2015). Martin Heidegger (1889-1976) who coined Hermeneutic
phenomenology, highlighted being or the concept of dasein, which is defined as the situated
meaning of a human in the world. Dasein emphasizes the contribution of historical context to
one‘s worldview markedly through culture and the sociostructural background. He defined this
as pre-understanding or ―the meanings or organization of a culture that are present before we
understand and become part of our historicality of background‖ (Laverty, 2003, p.24).
Consequently, meaning and interpretations are co-constructed through an exchange between an
individual and the world (Koch, 1995).
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In addition to providing a contextual understanding of perceptions and lived experiences
with having children in a foreign land, the Hermeneutic phenomenological approach is relevant
to this study because the focus is not on making generalizations to heterogeneous and complex
groups; rather, it highlights distinctive experiences to particular individuals. This is significant as
while refugees broadly share characteristics such as being stateless, it is important to understand
that they are multifarious, and the experience of one group or individual cannot be applied to
another. The aim of this study was to understand (not generalize) and provide a voice for a
particular group of women‘s experiences with resettlement and family planning as described and
interpreted by themselves.
Heidegger and the Hermeneutic Circle: Hermeneutic s is essentially defined as the art of
interpretation (Ricoeur, 1992) which involves learning about and analyzing the material and
daily experiences that constitute an individual‘s world (lived experience). Distinctively,
Hermeneutic phenomenological analysis is an interpretive process; the researcher moves from
describing the lived experience to interpreting it, all the while bearing in mind the participant‘s
point of view as contextual meanings are co-constituted. In this study, I followed the
Hermeneutic interpretive process of repeatedly reviewing participant narratives to explicate units
of meaning, constantly engaged in mindfulness of her positionality throughout the interpretation
of the different elements of the texts (sentences, expressions, and words), and thereafter, formed
themes.
Textural interpretations often encompass an iterative process of moving from the part to
the whole in order reveal the essence of a phenomenon. This repetitive process formed the
concept of the Hermeneutic circle as defined by Heidegger. In the Heideggerian Hermeneutic
circle, the researcher engages in the repetitive process of examining an account or experience
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against the lifeworld. This study aimed to obtain a deeper understanding of Congolese refugee
women‘s experiences during the trajectory of their lives (pre-resettlement to resettlement) as they
relate to beliefs and practices surrounding family planning. Achieving this involved a process of
reviewing and revisiting individual transcripts while bearing in mind her own worldview and
experiences. This process persisted until saturation was achieved, where no new themes
emerged.
The Researcher’s Role (Self-Disclosure)
An important aspect of conducting qualitative research, specifically in phenomenological
studies, involves the researcher‘s self-disclosure or conscious awareness of the role she or he
plays in the research. Therefore, in order to appropriately conduct this study, it was essential for
me to position myself and describe the context through which she gained interest in the target
population (Welch & Patton, 1992). As a native of East Africa, I have had a long-standing
interest in African studies, with a particular focus on women and children‘s health. My interests
in the plight of forcibly displaced individuals stemmed from prior experiences with working with
women and children with people living in slums within a country in East Africa, many of whom
were internally displaced people or refugees from neighboring countries.
Prior to conducting this dissertation, I worked with a local refugee community for more
than two years. As a result, I established rapport and developed meaningful relationships with
key stakeholders, community gatekeepers, and individuals from within the community. My
involvement with the community was initiated by work as a volunteer research assistant on a
prior study on nutrition in recently resettled Congolese refugee families. I also served as an
advisor for two refugee-led organizations for youth and women respectively. In addition to
serving as a lay health and social service navigator, I facilitated reproductive health trainings and
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workshops which included sexual health for youth and women‘s trainings on family planning.
These experiences allowed me to gain access to the Congolese refugee women, and through
observation, to obtain an overview of their general social dynamics and social-cultural
underpinnings.
Through my interaction with the community, I was made aware of the gaps in knowledge
about contextual influences of women‘s health for this particular group. The observed disparities
in knowledge have potential implications on public health and clinical practice as well as the
social integration of this group into the new host society. Accordingly, I made efforts to bring to
consciousness my experiences, pre-dispositions, and personal biases in order to diminish their
impact on data collection and interpretation methods. It should be noted however, that my
rapport had almost exclusively been established in County A as compared to County B.
Overview of Study Sites
As described in chapter two, since 2014, Florida received 1,852 Congolese refugees, an
unprecedented number for the state. The two counties of focus for this study lie within the West
Central region of the state. Both counties collectively resettled over 500 Congolese refugees, the
highest in the state ("Interactive Reporting: Admissions and Arrivals", n.d.). In addition, the two
counties, which for the purposes of this study will be identified as County A and County B, have
key agencies that are responsible for resettling Congolese refugees. In County A, a majority of
the Congolese refugees belonged to two key tribal groups, the Babembe and Banyamulenge.
Most of these women lived in camps in Uganda, Kenya, or Tanzania. The majority of refugees
who resettled in County A constituted of large families with an average family size of 7, and
single mothers as head of households compared to County B, where there were largely married
women and single men who had no children. In addition, majority of the resettled refugees in
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County B originated from tribal groups that were similar or descendent from Rwanda and
Burundi, and mostly came from camps in Uganda and Burundi.
In County A, Congolese refugees initially resided in a few key housing areas; However,
as a result of issues which were inductively revealed during another study (Baer et al., 2018),
bullying by host country youth and adults within the apartment complexes, as well as tenant and
landlord issues that were largely influenced by cultural nuances (i.e. children left unattended
outside, adjusting to US rental-tenant agreements, etc.) led to a disruption in neighborhood social
cohesion of the group. Some families moved to different locations that were often far from other
Congolese refugees, while others left the state altogether, also for reasons that extended beyond
housing.
In County A, I learned about and observed a particular housing complex where
Congolese refugees live and established a community for themselves. In the evening, children
could be observed playing soccer games in the field in the apartment complex with fathers
coaching and watching, while women were gathered in the courtyard with their children, deep in
conversation. Superficially, in my viewpoint, the community appeared be to be a prolific and
highly cohesive group, as there was noticeable unity and organization among the people within
the housing complex. She was informed by a case manager that the established community at
that particular complex was infamous even in the second country; refugees who were in the
process of coming to the United States heard about this complex from others who were already
settled there and would vocalize their preference to live in this community. Almost all of the
tenants spoke the same language. It is worth mentioning however, that this apartment
community was not the only location where Congolese refugees lived within County B, and
social dynamics may differ in the other locations where others lived. In County A, study
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participants lived in one city whereas, women from County B, lived in two key cities. Figure 1.2
below is an illustration of participant locations.

Figure 3.1. Regional map of Florida Indicating location of Study Participants
Study Participants
Congolese refugee women
This study enrolled 25 women between 18 and 65 years of age, who self-identified as
Congolese. This age range (18+) was selected because I wanted to obtain varied lived
experiences with regards to having children as a woman refugee. Moreover, in order to obtain a
better grasp of the socio-cultural influences on family planning practices, I deemed it as essential
to obtain input from all adult women, including matriarchs; some of these older women serve as
child-care takers for the younger women, especially after resettlement. Thus, understanding all
adult women‘s experiences and beliefs is important when a researcher seeks to capture a more
complete picture of the broader influences of beliefs about having children among women from
this and similar groups. For these reasons, it was appropriate not to have an age maximum.
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Due to my limited language proficiency, a bi-lingual interpreter aided with interpretation.
Eligible participants lived in the County A or County B, and spoke languages that I speak
fluently (Luganda) or the interpreter (English, Kiswahili, French, or Kinyarwanda). The
predominant languages spoken by resettled Congolese refugees include Kiswahili, Lingala,
Bembe, Kinyamulenge, Kinyarwanda, and French (UNHCR, 2017).
I sought to explore how perceptions and experiences differed, if at all, based on factors
that include length of stay which impacts access to resettlement services. For this reason,
Congolese refugee women who had been resettled in the United States for at least three months
up to five years were included in this study. Recently resettled refugees receive services such as
food, employment, and housing assistance from resettlement agencies, from the time they arrive
up to three months of arrival ("Services Upon Arrival", n.d.). Capturing women‘s experiences
while still receiving services from resettlement agencies as opposed to after three months was
important in understanding variations if any, in women‘s perspectives about resettlement and
planning families. Moreover, in my perspective, three months assumedly allowed the participant
an opportunity to have some experience in the United States while also taking into consideration
the time needed to settle before potentially overwhelming them with research questions.
I designated 5 years as the maximum timeframe as this period would allow for the me to
explore experiences associated with resettlement, which are often observed to be more easily and
accurately recalled among recently arrived refugees. Moreover, I sought to capture an array of
experiences based on time of arrival from period marking the arrival of large groups of
Congolese refugees in the area. In 2014 (approximately five years from start of data collection)
marked the beginning timeframe of the increased arrival of Congolese refugees in Florida, with a
two-fold increase from under 54 for the years before FY2014 to 155 in FY2014 ("Interactive
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Reporting: Admissions and Arrivals", n.d.). I also sought to explore varied experiences based on
current status with receiving resettlement service; as previously mentioned, newly arrived
refugees receive public benefits in the form of housing and cash assistance for up to 3 months.
Other services include supplemental security income, medical assistance (Medicaid or Refugee
Medical Assistance for up to 8 months), refugee social services, and assistance with job
placement. These timeframes were specified by the US government as sufficient for a resettled
refugee to become self-sufficient (―The Refugee Act,‖ 2012).
Excluded from this study were women younger the 18 years of age, who had lived in the
study region for more than 5 years, and did not self-identify as Congolese refugees during
recruitment. In addition, women were not eligible if they did not speak English, Kiswahili, or
French, and if they did not reside in County A or County B.
Paraprofessionals. Paraprofessionals included men and women who at the time of the
interview, had direct nonprofessional experience with working with Congolese refugee
populations in County A or County B. Individuals who held licenses and/or certification as
providers, or those employed by a refugee service agency were not included in this study as
paraprofessionals.
Study Procedures
Pilot testing
Prior to data collection, pilot tests of the study instruments were conducted (women and
paraprofessionals). Pilot interviews promote study validity and contribute to ensuring that the
study questions are conveyed accurately. Pilot interviews are also used to confirm that the
interview guide addressed the overall aims of the study (Kim, 2011) or in phenomenological
research, questions that help guide to understanding the essence of the phenomenon. During pilot
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interviews, the researcher identifies errors in the study instrument and interview process through
feedback from the perspective of participants. The resulting feedback provides insight into how
the participant understands and interpret the study instrument while allowing the researcher to
conduct preliminary analyses (Golafshani, 2003; Horgas, Yoon, Nichols, & Marsiske, 2008;
Kim, 2011; Ouimet, Carini, Kuh, & Bunnage, 2001). Field testing allows for the researcher to
identify personals biases that may arise and to evaluate other interviewing behaviors (Kim, 2011;
Whittemore, Chase, & Mandle, 2001).
Interviews were piloted with two migrant refugee women from a different country of
origin who closely matched the inclusion criteria of the study participants. Pilot testing for
interview guides with paraprofessionals involved interviewing two people (1 male and 1 female
student volunteer) who I knew were generally familiar with the refugee communities in the area,
and had worked with some groups, but were not predominantly and consistently engaged with
working with women from the Congolese refugee community.
Table 3.1. Examples of feedback from Pilot Interviews (Women and Paraprofessionals).
Participant
Woman 2
(Kiswahili)

Original
Question
If you may
recall, back in
your home
country, how
important was it
to be pregnant
and to have
children?

Feedback/Notes

Final Question

Ask about the woman‘s
culture directly. Home
country may mean the
country where the participant
considers home.

In your culture, what do
people think about
children? Probe: what
do they think about
women who are
pregnant?

Challenge with translation.
Asking about being pregnant
is confusing. It is better to
ask about how people receive
children in the woman‘s
culture.
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Table 3.1 (continued)

Paraprofessional 1 Demographic
(English)
Question: Have
you or your
partner ever
used something
to keep you
(her) from
being pregnant
or giving birth?

Participant mentioned that
just asking about whether she
has ever used a form of birth
control is less confusing
because she assumed that all
paraprofessionals have
knowledge about family
planning. The wording of the
question may be more
appropriate for Congolese
refugee women but not for
the paraprofessionals.

Left as is: Have you or
your partner ever used
something to keep you
(her) from being
pregnant or giving birth?

After considering the
participant‘s feedback, I kept
the question as is, because
the suggested alternative
assumes that all the
paraprofessionals know
about birth control and
would therefore, not omit
certain types often
overlooked as forms of birth
control (i.e. calendar
methods, ovulation checking
through temperature and
cervical discharge, etc.)

These individuals were selected because they knew about the Congolese refugee
community enough to help provide meaningful insight into the structure of the interview and
appropriateness of the questions, but not too much to be highly biased about the group.
Pilot interviews with women were carried out with the aid of a bilingual community
volunteer. For the women‘s interviews, this interpreter accompanied me, and questions were
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translated into French and Kiswahili. I elicited and received feedback on question length,
applicability, cultural appropriateness, my interviewing style, and translation of the questions.
The feedback was thereafter, incorporated within the final study instrument. Table 3.1 below
provides a sample of changes made based on the feedback received from pilot interviews.
Participant Recruitment
Recruitment of study participants was accomplished with the assistance of two
interpreters. The interpreters included two women from neighboring countries to The DRC
(Rwanda and Burundi) who were also fluent in Kiswahili, Kinyarwanda, Kirundi, and French. It
should be noted that the interpreters are very knowledgeable about the Congolese refugee
community and are also considered as navigators (provided interpretation services) and leaders
in the Congolese community. Interpreters were selected based on prior knowledge and
previously established relationships, as well as through recommendations from researchers at the
University‘s Anthropology department. Due to their role in the community which may lead to a
potential influence on participants, I verified that both interpreters completed investigator
training for the protection of human subjects prior to recruitment.
In phenomenological studies, Creswell (1998) suggests a sample size between 5 and 25.
Others have provided a sample size guideline of between 3 to 16 participants, with the rationale
that range, ―…provides a scope for developing cross-case generalities, while preventing the
researcher from being bogged down in data, and permitting individuals within the sample to be
given a defined identity, rather than being subsumed into an anonymous part of a larger whole‖
(Robinson & Smith, 2010; Robinson, 2013). Alternatively, Morse (1994) suggests a sample size
of at least 6 participants for phenomenological studies (as cited by Sandelowski, 1995). In a
content analysis of dissertations obtained from a PhD database, results showed that all
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phenomenological studies had a minimum of six participants; almost 70% fell within Creswell‘s
recommendation of five to twenty five (Mason, 2010). In view of the above-mentioned, there are
many factors that were considered while determining what sample size to use for this research.
The research design was expected to facilitate with understanding the lived experiences through
the collection of rich data; therefore, sample size depended less on the number of participants
recruited and more on the ability to conduct ―cross case generalities‖ (Robinson, 2013).
Thirty-two participants (25 women and 7 paraprofessionals) were recruited for this study
through purposive and convenience sampling techniques. In purposeful sampling, a researcher
uses judgment to select participants that may be most useful to addressing the research questions
(Marshall, 1996; Hennik et al., 2011). Specifically, the researcher intentionally outlines in what
manner and how many participants will be included in a study (Patton, 1990). This is done to in
so as to stratify the sample based on characteristics that may help to inform the research while
also making sure that wide range of people from the community are included (Marshall, 1996).
This research had a specific group in mind (Congolese refugee women) for which purposeful
sampling was required; I sought to interview women from both County A and County B, to
obtain a full grasp of their experiences with having children and resettling in the region.
Convenience samples are often selected because the researcher is able to recruit
participants from a more accessible medium that includes groups or sources with which they
have established rapport (Marshall, 1996 & Robinson, 2013). For instance, I had prior
involvement with a community group, thus obtaining participants from the same group would be
more convenient with regards to minimizing cost and time (Marshall, 1996). The latter was
particularly important for employed participants who have limited time based on their long work
schedules and other responsibilities. Depending on how long the women had been in the United
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States, some had jobs and worked almost every day and for long hours; this made it all the more
difficult to schedule times for interviews, particularly because I understood from prior
knowledge that during the times where women were not at their paid jobs, attended English
classes and worked at home to fulfill household and other duties and responsibilities.
Recruitment for women participants depended largely on the availability of interpreters
and participants, as well as previously established rapport between me and the participants (for
both women and paraprofessionals). Availability of interpreters and participants: Because I did
not speak the predominant languages spoken by resettled Congolese refugee women (Kiswahili
or Kinyarwanda), she relied heavily on the availability of interpreters to assist with explaining
the study as well as to go through the enrollment and interview processes. This caused
scheduling conflicts particularly with regards to allocating a time where all three individuals
(researcher, participant, and interpreter) would be available.
Establishing rapport: As previously mentioned, I had considerable experience with
working with the Congolese refugee community in County A. Due to the fact that she had not
established the same level of rapport across the bay in County B, she spent some time (about one
month) before the onset of the data collection phase meeting a few potential participants through
pre-established women‘s group meetings and home visits with paraprofessionals. Even so,
during the recruitment process, some women and paraprofessionals expressed their concerns
about the purposes of the dissertation. Some women (many of whom had arrived less than three
months prior), were concerned about safety, specifically whether they were ―being spied on by
an informant” (me). This was a valid concern given that some resettled refugees are categorized
as survivors of torture/violence or those in need of physical protection from threats from their
country of origin or from the second country (―Information on UNHCR Resettlement, n.d.). I
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attempted to explain the study and for their reference and further verification and provided
women and paraprofessionals with the school‘s ethics institutional review board (IRB) which
reviewed and approved the study. Ultimately, I respected participants‘ wishes and did not
proceed with further recruitment attempts. In addition to availability, respondent burnout was
observed and voiced by some women and paraprofessionals from within the community. In
County A, some women expressed concern about frequent interviews from previous studies that
had occurred prior to the onset of this dissertation. As a result of these factors, the expected
sample size of at least 40 participants was not achieved.
Recruitment of Congolese Refugee Women. Recruitment of women participants was
achieved through the help of the two female paraprofessionals (1 from County A and 1 from
County B) who served as unofficial case workers and women‘s leaders. I was acquainted with
both women through prior involvement in the community. Their association with the Congolese
refugee community involved assisting resettlement agencies with orientating families to the
United States upon arrival. They also accompany women to clinics, conduct home visits, assist
with navigation through the social services system where they serve as cultural brokers,
advocates, and informal interpreters.
Recruitment and interviews with women participants took place at their homes during
home visits with the paraprofessionals. Prior to the home visits, the Paraprofessional called and
informed the participants about the study. After receiving the woman‘s approval for participating
in the study and being interviewed in her home, I accompanied the paraprofessional to scheduled
home visits.
Participants who spoke English or Luganda were interviewed without an interpreter at
the participant‘s home. All participants verbally expressed a preference to be interviewed in their
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individual homes. In addition to interviews during home visits, I solicited and utilized previously
established connections local grassroots organizations created by Congolese refugees.
Recruitment through these organizations involved having the director announce the study
following meetings where they provided members with my contact information for participants
who were interested in the study.
During home visits, I waited until the paraprofessional had completed the discussions
regarding the home visits before discussing the research. My observations during home visits
included women talking to paraprofessionals about various issues from problems with
employment, a follow-up from previous clinic visits, to requesting them to interpret mail. In
some cases, the paraprofessional helped women address any concerns about their living
conditions. After being summoned by the paraprofessional to proceed with recruitment, I
informed the woman about the study. If the participant expressed interest in participating, a
verbal informed consent process ensued followed by in-depth interviews as permitted by the
participant.
Recruitment of Paraprofessionals. I identified paraprofessionals by drawing from her
prior knowledge and experiences with the Congolese refugee community. Additionally, she
consulted with faculty from the Anthropology department at the University of South Florida. I
specifically sought direction from faculty who were actively involved in the Congolese refugee
community, as they had insight into the social dynamics of the group. Paraprofessionals were
contacted via emails and in person at community meetings. I explained the study to potential
participants. For potential participants who expressed interest in the study, I assessed eligibility
and scheduled appointments for study enrollment and interviews. Upon confirmation of
eligibility, I enrolled participants into the study; enrollment involved going through the informed
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consent process with the participant and upon receiving consent, I conducted the interviews.
Based on their preferences, interviews with paraprofessionals took place mostly in their
workplace and at their homes.
Prior to participant recruitment, I obtained approval from the Institutional Review Board
(IRB) at the University of South Florida.
Data Collection
Data collection for this study entailed the administration of a demographic questionnaire,
in-depth interviews, written field notes, and participant observation (Hennink et al., 2011). These
forms of data collection were employed as a way of triangulating data sources to cross validate
for data responses. Triangulation is the process whereby data is collected in more than one way
to determine whether there is consistency in the results of a research study. Interviews were
verbally administered. For participants who spoke languages other than English or Luganda, I
asked questions in English and the interpreted would translated to the participant who responded
in either Kiswahili, French, or Kinyarwanda. Subsequently, the interpreter translated the
participant‘s response to English. All interviews were recording by a digital recording devise.
Demographic questionnaire. The demographic questionnaire comprised of questions that
included country of origin, age, marital status, education, religion, languages spoken,
employment status, length of stay in the United States, and contraceptive history. The
demographic questionnaire for the paraprofessionals included questions such as age, gender, and
country of origin, marital status, education, and contraceptive history. Appendix B provides
sample questions for the demographic questionnaire.
Semi-structured in-depth interviews. To elicit in-depth information about the lived
experiences of resettled Congolese refugee women and paraprofessionals with reproductive
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health, this study employed semi-structured in-depth interviews. In-depth interviews are often
used when the researcher is interested in obtaining information about subjective, lived
experiences or personal histories (Mack, Woodsong, McQueen, Guest, & Namey, 2011; Bernard,
2006; Carol Gbrich, 1999; Creswell, 2007). As a result, the researcher takes on a listening role
and careful attention is given to the types of questions asked so as to avoid leading questions; Indepth interviews require for the researcher to be mindful of, and to limit, any pre-conceptions
that may lead the participants into responding in a particular way (Mack et al., 2011).
In-depth interviews can be carried out one-on-one between the interviewer and the
participants, and often take place in person. In addition to providing insight into lived
experiences, they provide the researcher with the opportunity to obtain information about
emotions, perspectives, and meanings ascribed to phenomena. In addition, and most importantly,
for the purposes of the proposed research questions regarding reproductive health in a vulnerable
population, in-depth interviews are ideal for discussing sensitive topics or people who belong to
unique and understudied groups (Mack et al., 2011). In her phenomenological study on
refugees‘ experiences of psychological therapy for trauma, Gilkinson (2010) mentions that the
most commonly used in-depth interview method for phenomenological studies are semistructured in-depth interviews (Gilkinson, 2010). Semi-structured in-depth interviews utilize
inductive data collection tools to explore a subject as much as possible with the aim of obtaining
deeper insight than would be achieved through structured, pre-determined and closed-ended
interviews (Boyce, 2006; Creswell, 1998). They are conversation-style interviews that are often
conducted in conditions that facilitate the participant‘s freedom to express themselves.
During semi-structured in-depth interviews, subsequent questions are sometimes guided
by the previous responses of the participants thus allowing for further exploration into a topic
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(Boyce, 2006). Interview data for semi-structured in-depth interviews is often collected by using
audio or visual recording, by note-taking, and by transcript notes (Mack et al., 2011).
Study instrument. Semi-structured in-depth interviews were administered through the use
of an open-ended guide. For the women, the interview guide included 5 to10 open-ended
questions. The Paraprofessional interview guide contained 5 questions. Study questions were
guided by symbolic interactionism (SI) theory (refer to chapter 1 for a detailed description of
Symbolic Interactionism). Constructs from the SI theory included naming/labeling, looking glass
self, self-fulfilling prophesy, and society (generalized and particular others). Because
phenomenological research places emphasis on the story as described by the participant (the
expert) to the researcher (student), fewer questions are recommended so as avoid leading the
study in the researcher‘s desired direction (Moustakas, 1994). Hence, interview questions are
essentially used as probes (Baker, 2008; Moustakas, 1994; Pham, 2017). Interviews lasted from
between 25 to 117 minutes.
Participant observation. Rooted in the field of Anthropology and the Chicago school of
Sociology (Hum and Mulcock, 2004), participant observation is a method of data collection
where the investigator participates in, or observes the social world of the participant and reflects
upon it. During this process, the observer‘s level of participation ranges from a removed
observer, to full immersion. Hammersley and Atkinson (2005) describe the different levels of
participant observation as complete participant, participant observer, observer as participant, and
the complete observer. As a complete participant, the researcher is covertly involved in the world
of the participants to the point of becoming subjectively embedded in their world. As participant
as observer, a researcher is openly identified as the outsider who spends a great amount of time
trying to get the perspective of an insider. The observer as participant spends less time with the
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participants and is clearly understood as the researcher. Lastly, the complete observer is
completely removed and the most objective observer (Hammersley and Atkinson, 2005; Claster
and Schwartz, 1972).
In participant observation, it is important to note that one cannot be completely removed
as an observer (Claster and Schwartz, 1972). My participant observation was observer as
participant during this study. While I actively engage in suspending preconceptions and personal
history with the women in the data collection and analysis process, I include previous
observations within the results section of this dissertation in order to provide more context to the
findings.
Data Analysis
Demographic questionnaire
Data analysis for demographic questionnaires involved tabulating response frequencies
(Haregu, 2012) by using MaxQDA software ©.
In-depth interviews
Analysis of in-depth interviews initially involved verbatim translation and transcription
of audio recordings and field notes into Microsoft word ©. I developed a transcription protocol
which was used to transcribe audio recordings from in-depth interviews. Audio recordings were
transcribed by both me for women‘s transcripts in Luganda and English, a professional
transcription company for recordings by paraprofessionals. With regards to interviews in
Kiswahili, Kinyarwanda, and Luganda, I enlisted a peer trained in research ethics who was not
familiar with the Congolese refugee population of the region; this was particularly critical
because doing so was expected to reduce bias. In addition, during the transcription process, the
multi-lingual peer reviewed translations as a second reader. She listened to the audio recordings
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to confirm accuracy in translation by both the interpreter and the researcher (Haregu, 2012;
Hennink et al,. 2011).
I reviewed interviews transcribed by the professional transcription company to ensure
accuracy and adherence to the transcription protocol. Upon confirming that transcripts were
accurately translated, I continued with the data explication process. Phenomenologists often
avoid utilizing the term data analysis; data analysis is considered an explication process.
According to Hycner (1999), when compared to analysis which entails breaking data into its
individual elements, data explication involves reviewing the components of a phenomenon while
―keeping the context of the whole‖ (Hycner, 1999, p.161).
Data explication for this study was employed through a process that involved the concept
of epoche and application of Van Kaam‘s method of data organization and phenomenological
analysis.
Applying bracketing (Epochè)
In qualitative research, it is important to ensure data trustworthiness. Trustworthiness
involves the processes that a researcher takes to ensure that the data is accurate and free of
personal biases and other factors which limit study objectivity and rigor; these include values and
ethics, culture, and emotions (Golafshani, 2003; Whittemore, Chase, & Mandle, 2001).
Similarly, in phenomenological research methods, the researcher employs bracketing or epoche,
which translates into the process through which an individual makes a conscious decision to
suspend personal influences or worldviews in order to get to the one reality, which is that of the
participant. In order to promote study validity and reliability, I applied bracketing by
documenting personal assumptions, cultural and personal interests, and meanings or
interpretations attached to the data collection methods throughout the different processes of the
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research (Cloonan, 1998; Moustakas, 1994; Simon & Goes, 2011).
Bracketing was implemented during the development of the interview guide as well as
through the data collection, analysis, and reporting phases. Since I was familiar with the
Congolese refugee community, it was imperative that preconceptions about the women‘s
experiences from personal observations were bracketed prior to conducting the interviews.
Therefore, while developing research questions, I met with two colleagues (both doctoral
students) to review the study instrument. The doctoral students included a known gatekeeper in
the Congolese refugee community and another student, a qualitative researcher who was not
familiar with the community. The focus of the review was to identify potentially biased and
leading questions. In addition, I voice-recorded and wrote down personal notes about biases and
judgments that potentially come up during the interviews. For example, I made note about her
perceptions about family planning, single mothers, and personal experiences regarding life in
America as an immigrant.
Following each interview, I recorded the interview through a digital dictation device
through which she described her emotions and other personal reactions that came up during the
interview. I followed this by debriefing with the interpreter to obtain her observations about how
the interview process went, particularly with the nature of the questions and how she interacted
with the participant.
Applying the Modified Van Kaam Method of Analysis
The modified Van Kaam method of phenomenological analysis (Moustakas, 1994) was
used to explicate transcript data from in-depth interviews. The following analytic steps were
employed for individual transcripts:
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1.) Horizontalization. After reviewing transcripts against recordings for accuracy, my
input and questions were removed so as to more accurately review participant narratives.
Table 3.2. Examples of Horizons Extracted from Interview Transcripts.
Participant
Horizon

Congolese Refugee Woman

… In camp they had health services but you have to
wait. Sometimes you don't have your own money or cash
to buy your own medication. Then, you will be laying
there for weeks and days and sometimes you survive and
sometimes you will pass away. But people who have
family members or some people would have the money,
then you can go ahead and buy your own medication
from a pharmacy and bring it so, then the nurses will just
bring it so they can just pass it to you.
(Angelique, County A)
…They have other post -pregnancy medical issues,
which some of the women had, that were undiagnosed.
Another reason why they were just staying home, and
they shouldn't be working. They end up not paying rent;
they get evicted, so we've had families dealing with all
of those things.

Paraprofessional

… They [Congolese refugee men] are all dealing with a
crisis of masculinity. Very few are not… There's a real
culture of pride in family, how many kids you've had,
how many wives, potentially, you have, and being a
provider, so there's a lot of pressure. but I think at this
point the men are really struggling with that idea, not
being able to properly provide, and their wives having to
work… and then the ideas that they're given in the U.S.,
about what it means to be a man, and not just a man, but
a black man.
(Michael, County A)

Moustakas (1994) describes horizontalization as the process of initial or open coding,
where the researcher engages in the review of individual quotes and defines each code that
relates to the phenomenon. In this study, statements which mentioned the investigated
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phenomena (horizons) were extracted and included in a separate word document (Eddles-Hirsch,
2015). Table 3.2 below provides examples of extracted horizons
2.) Eidetic reduction and elimination. To determine the units of meaning or constituents
of each experience that are invariant (unclear or irrelevant information), I followed Van Kaam‘s
strategy of eidetic reduction and elimination. Eidetic reduction is the process of uncovering the
latent meanings of an experience by examining the constitutive elements (words, actions) of a
text to get to the core or essence of it. The initial step involved reviewing the identified horizons.
Determining relevant quotes involved asking two questions: (1) does the excerpt or quote include
an element of the experience that is critical for understanding it, and (2) can it be abstracted and
labeled and if so, is it a horizon of the experience? (Moustakas, 1994, p.102-121). For example,
a quote was listed if it had any mention of reproductive health, family planning, or social lives at
any stage of the participant‘s life in The DRC, the second country, or in the US. Once invariant
constituents or meaning units were identified in each transcript, I created a thematic label that
was used to identify the feature of the experience it sought to define.
Table 3.3. An Example of Invariant Constituents derived from Horizons.
Participant
Invariant Constituent
… In camp they had health services but you have to
wait

Congolese Refugee Woman

… they would give them like, beans and bring the
flour and rice after a week. What are you going to
be doing with beans only? For that week, without
anything else?
… Of course, having a baby in America is different.
It is beautiful. It is nice because, you know, you will
be in a hospital. If you are not sick, everything else--you know is gonna be okay.
(Angelique, County A)
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Table 3.3 (continued)
…There's a real culture of pride in family
… how many kids you've had, how many wives,
potentially, you have, and being a provider
…so there's a lot of pressure.
Paraprofessional

… They have other post -pregnancy medical issues,
which some of the women had, that were
undiagnosed.
…they were just staying home and they shouldn't be
working.
…They end up not paying rent; they get evicted.
(Michael, County A)

Table 3.3 is an example of how invariant constituents were derived from the horizons in
the same participant‘s excerpts as in Table 3.2. The same participants were used throughout these
examples so as to better illustrate the progression of the analysis process (Eddles-Hirsch, 2015).
3.) Clustering units of meaning to create themes. Once the units of meaning or invariant
constituents were formed, I organized themes by grouping latent meanings together to form
clusters which described each participant‘s pre and post resettlement experiences, having
children, and the varying social structures in which they lived (Hycner, 1999). I followed up by
engaging in an iterative process of reviewing themes and comparing them against the data in
efforts to safeguard validity or representativeness of the participant‘s account. This involved
asking two questions: (1) are the invariant constituents and themes clearly expressed in the
complete transcript and (2) are they compatible if not clearly stated? Invariant constituents and
themes were removed if they were neither clearly stated nor well-matched.
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Pre-Resettlement Experiences
• life in Congo
• witnessed a lot
• issues with family
• life in second country
• no food
• no space
• trouble being a refugee

Post-Resettlement Experiences
• different expectations
• greatest concerns
• dissatisfied with housing
• sexual health not at the
forefront
• life is expensive in America
• challenges with daycare
• struggles with language

Social Influences
• a child represents the family's
future
• social circle was diverse prior
to resettlement
• relies on paraprofessional for a
lot
• would speak to partner about
family planning

Figure 3.2. Example themes for individual participants (Angelique, County A)
4.) Creating textural descriptions. Textural descriptions of participant accounts were
created through the use of word-for-word excerpts or quotations
Table 3.4. Example of Individual Textural Description.
Angelique will plan for any future children before she has them and it will be
based on the nature of the relationship she will have with her partner. In order for
her to have more children in the future, she will need for the partner to be on the
same page with her on various issues pertinent to her…
―So, if something like that [plan to have more children] happens, I would make
sure that person would have to go get tested. The second thing, I would make
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Table 3.4 (Continued)
sure this person understands that I have children already, it is not proper to take
attention from the children, to him, himself. The third thing, I would make sure
this person would have to be there for all my children: the new one and the other
ones I have. And the other thing, to make me pregnant, this person would be able
to take care of my child. Not only the child, myself and the other ones.‖
(Angelique, County A)
5.) Creating structural descriptions. Imaginative variation was employed as a way of
forming structural descriptions of individual texts. Imaginative variation aids in identifying the
essence or essences of phenomena through an intuitive process of alternating perspectives or
frames of reference of the phenomena in order to determine whether the essence remains. In
addition, this process involves the causal, material, temporal, and structural components of the
phenomenon (Eddles-Hirsch, 2015). For example, the following segment from a participant‘s
transcript read,
To be a mother and a refugee at the same time is real hard. First of all, to be a mother in
normal regular life is not easy, so then you are a mother and you are refugee. It means
you don‘t have your own life, you don‘t have a choice, and you don‘t have an option.
Your children are yours but you cannot control things around you to take care of them as
you need. So is even harder. (Irene, County A).
I made various interpretations and structural meanings from the above quotation. First, it
talks about motherhood as being ―hard‖ in general, suggesting an undesirable quality. It also
makes reference to the material and temporal attributes of being in a foreign land. Thirdly, the
structural property of causality leads to the possible theme of being helpless or losing control as a
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result of one‘s refugee status. Ultimately, the quote alludes to the intersectionality of motherhood
and being a refugee.
Upon completing steps 1-5 for each transcript, the following methods were carried out
across all interviews:
6.) Developing composite textural descriptions. After summarizing all interviews, a
cross-interview analysis was carried out to develop themes that were general and unique for all
interviews. Overarching themes were developed, which described the meanings and essences of
(1) the women‘s experiences before and after resettlement, (2) the essence of their experiences
and beliefs with regards to having children, and (3) the essence of women‘s discussions with
paraprofessionals. Themes from each participant‘s interview were placed into a table which was
used to guide in understanding the recurrent themes across all participants while bearing in mind
the shared themes regarding lived experiences of the phenomena.
7. Developing composite structural descriptions. The shared historicality of participant
experiences was examined to determine commonality with regards to the phenomena in question.
These experiences included shared culture (beliefs about women, children, and family planning),
attitudes (e.g. life in America, being a refugee, etc.), location (city vs. camp; county A vs.
County B), and social components (eg. Marital status, length of stay, etc.). These shared
elements would lend to a contextualized understanding of the phenomena central to this study.
Table 3.5. Example of a Composite Structural and Textural Description
(Congolese Refugee Women).
In general, all Congolese refugee women in this study who were born in Congo
experienced loss of either friends or family members as a result of the conflicts in
the country. All the women who had children in the country experienced a normal
life prior to the conflicts which led to their flight. While the nature of their social
circles varied, all women had a rich social circle prior to leaving the country. The
make-up of these women‘s social circles changed in each location, as well the
women‘s level of openness with regards to sharing personal aspects of their lives.
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Table 3.5 ( Continued)
Perceptions about children for all women did not change from the DRC to the
second country, although experiences with children and access to family planning
services varied based on location within the country.
Generally, all of the women‘s expectations about life in America were positive;
however, perceptions about the reality of life in the country varied amongst the
women, particularly depending on physical location, as well as other social
structural factors.
As with the process of data collection, throughout the analysis process, I was cognizant
of, and made notes about her preconceptions with regards to what was selected as units of
meaning. This was done so as to extract the true essence of the interview as described and led by
the participant. It should be noted that some units of meaning were selected because they
addressed the research questions. Nonetheless, I endeavored to stay true to phenomenological
perspective and process. Thus, units of meaning were largely inductive.
Evaluating Data for Trustworthiness
In qualitative research, triangulation of data sources within the same method includes
collecting data from different people, at different time points, and comparing data from interview
data, to understand where and why differences exist (Patton, 1999). In order to understand
resettled women‘s social makeup and the influences of these dynamics on their family planning
decision-making, I reviewed women‘s responses to those of paraprofessionals. The goal was to
identify whether women identified paraprofessionals as belonging to their social network,
whether family planning was discussed, and whether paraprofessionals in turn, mentioned such
discussions with the women. By interviewing paraprofessionals, I expected to gain a holistic
insight into Congolese refugee women‘s social dynamics as well as key influencers with regards
to decisions about having children in the resettlement setting.
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Analyst triangulation. Analyst triangulation includes adding different researchers in
order to determine whether there is consistency or reliability in the findings (Patton, 1999).
Alternatively, the researcher may provide findings to the participants to review and determine
whether the findings are a true representation of the respondents. Providing findings to the
respondents helps with validity and overall credibility of the study. For this study, a doctoral
student served as a second coder by coding 1/10 of the transcripts. Inter-rater reliability involved
an iterative process of reviewing coded segments to identify areas of agreement and to discuss
reasons for discrepancies in the coding. The process stopped when IRR reached 70%.
Peer debriefing. To safeguard credibility, I engaged in peer debriefing with a colleague
detached from the study. Peer debriefing involves meeting with a researcher (often one not
invested in the research being done) to review the study (Lincoln & Guba, 1999). The exchange
during a peer debriefing session between a researcher and an impartial peer provides the
researcher the opportunity to think about issues or prospects for enhancing the study while also
examining oneself for inherent biases and other factors that may discredit the research (Lincoln
& Guba, 1999). In addition to sending regular updates with her doctoral advisors, I debriefed
with a faculty member not involved in the study. I recorded comments from all debriefing
sessions and the feedback was incorporated into the data collection process, as applicable.
Confirmability. To ensure confirmability, I maintained an audit trail which included an
activity log and reflexive journaling. Similar to analyst triangulation, confirmability involves the
ability for research to be confirmed by others, in efforts to increase study objectivity (Shenton,
2004). In evaluating dependability, I recruited another researcher who in essence serves as an
auditor to review the various steps of the journey. In Halpern‘s dissertation (1983, as cited by
Lincoln & Guba, 1985) it is recommended that a researcher incorporates methods that include
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keeping an audit trail which can be evaluated by another researcher to determine dependability.
For this research, they included raw data, data reduction and analysis products, reflexive
journaling, and information about how the instruments were developed. Additionally, I
periodically reported to the faculty advisors and shared study instruments and activity logs.
Ethics
As previously reported, I received IRB approval from the University of South Florida
prior to conducting the study. Study instruments were included in the submission for approval.
Participants were informed that and reassured during the interviews that their decisions to
participate or not would in no way affect their benefits from Refugee service agencies, access to
treatment, or other services. All participants were informed about the potential risks of engaging
in the study and what I would do to mitigate those risks.
Participants were informed of the time required for the interview as was indicated during
the informed consent process. For their participation in the study, participants were compensated
with a $25 gift card to a local supermarket. A waiver of written informed consent was submitted
and approved for all participants. The informed consent process included my contact information
and the Chair of the IRBs of the University of South Florida. Participants were informed that
they could skip questions, stop the survey or withdraw their participation from the study at any
time. Sufficient time was allotted for questions about the consent forms or about the study in
general.
Data confidentiality was safeguarded by using only participant nicknames on all data
materials. All hard-copy and electronic data (including audio recordings) were marked with
minimal identifying information, including date and the participant pseudonym encrypted and
password protected. Access was limited to research personnel trained in handling confidential
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research material. Any hard copies of research material were kept in a separate locked file in
researcher‘s home office, with access restricted to study advisors. Electronic information was
stored in the HIPAA-compliant Box cloud environment.
All digitally recorded interview files were uploaded to a secured password-protected
website accessible by only the research team. Once uploaded and stored the digital interview
files were deleted from the recording devices. Interviews were transcribed into written
documents and were also stored on the secured password-protected computer. Interview coding
documents created during the analysis stage was also stored on the secured password-protected
computer.
I monitored data integrity by checking the transcription files against audio-recordings to
ensure the integrity of the transcriptions. Any identified errors were corrected, and any remaining
identifying information removed.
Conclusion
My goal for this chapter was to explicitly provide philosophical underpinning,
descriptions, and rationale for the methodological processes which were carried out in this study.
I detailed the data collection and phenomenological analysis processes so as to shed light on how
study findings were co-constituted with study participants. These results will be presented in the
next chapter (chapter 4).
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CHAPTER FOUR: RESULTS
Chapter Overview
This study was guided by the following key research aims: (1) to explore Congolese
refugee women‘s perceptions about their lived pre-and post-resettlement experiences, and (2) to
identify what factors influence a resettled Congolese woman‘s decision to have children. With
regards to research aim 2, I was interested in understanding the role of paraprofessionals, if any,
in resettled women‘s beliefs and decisions about having children. This chapter provides study
findings from in-depth interviews that were conducted with Congolese refugee women and the
paraprofessionals who work with them.
This chapter starts with descriptive information derived from the demographic
questionnaire. Thereafter, overarching themes that were created following an iterative
phenomenological analysis of transcripts, analytical memos, and field notes are described in
detail. I used excerpts from participants to explain core themes as a way of maintaining the
integrity of the women‘s voices (Laverty, 2003).
Participant Demographics
Each in-depth interview started with demographic questions which were used to obtain
descriptive background information of the study participants. In addition, and as applied to this
study, demographic information was analyzed as a form of data triangulation of participant
responses; results from the demographic questionnaire were triangulated with relevant results
from the interview guide to compare responses, as a form of safeguarding study validity.
Information in the questionnaire included participant age, country of origin, marital status,
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number of children, and contraceptive history, etc. The following section starts by describing key
demographics of the Congolese refugee women followed by a description of the
paraprofessionals who participated in this study.
Congolese Refugee Women. Twenty-five women were interviewed in this study (13 in
County A and 12 in County B). Twenty interviews were conducted in Kiswahili and
Kinyarwanda with the help of a trained interpreter.
Table 4.2. Summary Demographics of Congolese Refugee Women Participants
(N=25).
Category
N
%
Age range (years)
<20
20-29
30-39
40-49
50-59
60-69

2
9
4
7
1
2

8
36
16
28
4
8

12
1
2
7
3

48
4
8
28
12

22
8
6
5
4

49
18
13
11
9

Marital Status
Married
In a Relationship/Living with Partner
In a Relationship /Not Living with Partner
Single
Widowed
Top 5 Languages
Kiswahili
Kinyarwanda
Luganda
Lingala
French
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Table 4.2 (continued)
Education
Associate
Technical Diploma
High School
Middle School
Elementary School
No formal education

1
5
2
5
6
6

4
20
8
20
24
24

2
6
2
1
2

15
46
15
8
15

Employed
Unemployed
Employment Type (N=10)

10
15

40
60

Seafood Factory (Packaging)
Manufacturing/Supply
Healthcare
Management

6
2
1
1

60
20
10
10

9
4

69
31

Partner‘s Education (N=13)
Bachelors
Diploma: Technical/Vocational
High School
No formal education
Don‘t Know
Employment Status

Employment-Partner (N=13)

Employed
Unemployed
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Table 4.2 (continued)
Employment Type-Partner (N=13)
Seafood Factory (Packaging)
Manufacturing/Supply
Hospitality
Tailoring
Other

4
5
1
2
1

31
38
8
15
8

5
4
10
5
1

20
16
40
20
4

Religion
Christian (N=24)
Pentecostal
7th Day Adventist
Catholic
Other Denomination
Muslim

An interpreter was not used for 5 participants who spoke either English or Luganda as
these were languages in which I was proficient. At the time of the interview, the women had
been living in the United States for as short as three months and as long as 4 years.
Table 4.2 depicts the demographic information of the women in this study. Participant
ages ranged from 19 to 66 years old, and almost 90% of the women‘s ages fell within the
reproductive age range (15-49). Almost half of the study participants were married and living
with their husbands; most of the women in the study who were single lived in County A as
compared to County B County. All women were at least bilingual; the most commonly spoken
languages by participants included Kiswahili, Kinyarwanda, and Luganda. Almost all women
self-identified as Christian, of which almost half were Catholic.
Educational attainment varied amongst participants; one woman earned an Associate‘s
degree while living in the United States and five women attended a trade school where they
either learned tailoring (4) or early childhood education (1). Almost half of the study participants
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either had no formal education (6) or stopped in elementary school (6). The most reported reason
for not going or stopping school included war and instability.
Table 4.3. Migration History of Congolese Refugee women Participants (n=25).
Category
N
%
Country of Birth
DRC
Tanzania
Rwanda

23
1
1

92
4
4

12
3
3
3
2
1
1

48
12
12
12
8
4
4

16
8
1

64
32
4

13
12

52
48

Second Country
Uganda
Tanzania
Kenya
Burundi
Rwanda
Angola, Zambia, Tanzania
Kenya, Tanzania

Second country- Residence
Camp
City
Camp & City

County of Residence (U.S.)
County A
County B
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Some women reported lack money for tuition or other school-related costs as key reasons
for not attaining a formal education or going further in school. Other causes of no education or
discontinued formal schooling included witchcraft or family strife (3). For example, when asked
why she stopped in 5th grade, one participant responded, ―I was suffering from witchcraft and so
I was going crazy, so I stopped school.‖ (Diana, County A). Similarly, another participant
detailed, ―In the camp…there is too much witchcraft. Some people don‘t want you to succeed
and be educated, so they do witch stuff on you and you cannot function… you lose money to go
to school… you can even run mad…‖ (Suzana, County A).
Table 4.3 depicts the migration histories of the women in this study. All participants
identified the Democratic Republic of Congo (DRC or Congo) as their country of origin. In
addition, with the exception of two women (also the youngest participants in the study-both 19
years of age), most women were born in the DRC. However, with regards to nationality and
which country the women considered as their home country, one participant self-identified as
Zambian and 2 participants self-identified as Americans.
Prior to resettlement, almost half (12) of the women lived in the Republic of Uganda as
the second country of asylum. Two women lived in more than one second country: one
participant was a second time refugee (twice refugee) who was initially repatriated from a
refugee camp in Tanzania back to the DRC, and following another civil war, was settled in a
refugee camp in Kenya. Another participant moved from the DRC to The Republics of Angola,
Tanzania, and finally to Zambia where she lived prior to being resettled in the United States.
Both women lived in refugee camps in all instances.
More than half of the women lived in refugee camps and 1 participant lived in both the
city and a refugee camp in Uganda. For participants who lived in refugee camps, the duration of
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stay ranged from 3 years to 25 years. The longest duration for women who lived in the city was
17 years in The Republic of Burundi.
Table 4.4. Reproductive Health History of Refugee Women Study Participants (N=25).
Category

N

%

Number of Living Children (N=21)
1-3
4-6
7-10

8
8
5

38
38
24

11
13

48
52

5
7

42
58

3
1
5
1
1
3

25
8
42
8
8
42

1
1
1
3

17
17
17
50

Ever Used Contraceptives (N=24) *
Yes
No
Ever Experienced Contraceptive Side
Effects Experienced (N=12)
Yes
No
Contraceptive Type: Pre-Res. (N=12)
Pill
IUD
Injections
Implant
Male Condom
Calendar Method
Contraceptive Type: Post-Res. (N=6)
Pill
IUD
Implant
Calendar Method

40
36
24

Sexually Active (at time of interview)
Yes
10
No
9
Prefer not to respond
6
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Table 4.4 (Continued)
**Contraceptive Use (at time of
interview) (N=10)
Yes
4
No
6
*N= participants who have ever had sex
**N= women who are currently sexually active

40
60

Reproductive Health Histories of Women Study Participants. In order to understand
women‘s cultural and personal beliefs about having children, it was imperative to collect
women‘s reproductive health histories with regards to child parity, sexual activity, and prior
experiences, if any, with family planning/contraceptives.
I expected that this information would provide context and thus, a more complete
understanding of the women‘s reproductive health experiences and insight into their current or
future practices. Table 4.4 summarizes women‘s reproductive health histories. In the study
sample, twenty-one women had children; the lowest number of children was 1 child (2
participants) and largest number was 10 children (2 participants) per woman. Two women (a
mother of 7 and a mother of 6) each adopted one child who had been orphaned by family
members as a result of the war.
On the subject of current sexual activity, less than half of the women reported being
sexually active at the time of the interview; however, almost 25% of the women declined to
respond. Of the 10 women who were sexually active, 4 were using contraceptives: 2 women
were using long acting reversibly contraceptive (LARC) methods (IUD and Implant) and 2 used
the calendar method. This study sought to explore pre-migration and post-migration
contraceptive histories so as to attain a better grasp of women‘s family planning journeys. While
living in the second country, most women used long acting reversible contraceptive (LARC)
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methods (58%), followed by the contraceptive pill and the calendar method. After moving to the
United States, the most common method of contraception was the calendar method. All of
participants who were currently using LARC (n=2) came with the method from the second
country. For example, Maria (County A) received her IUD from the refugee camp in Uganda;
she was in her 5th year of the 10-year expected duration of the contraceptive. Charlotte (County
B) also received her implant while living in a refugee camp in Uganda; she was in her 3rd year of
the expected 5-year duration. Both participants visited a provider after arriving to the United
States to check-up on their contraceptives.
Participants were asked whether they ever experienced side effects while using
contraceptives. This was asked as a probing question to aid in providing insight into possible
motivators for current or future use. Of the twelve women who used contraceptives while living
in the second county, four women experienced side effects while using the injection: these
included amenorrhea, weight gain and nausea. Other women experienced dizziness, headaches,
and prolonged menstruation while using the contraceptive pill. All women attempted to deal with
the side effects, either by switching methods (1) or discontinuing use (3). For example, one
participant said, ―I started using in 2008 after my second born…I used pills first and then was
giving me issues...I was bleeding nonstop, so I stopped using birth control‖ (Irene, County A).
Similarly, Rose (County A) stopped using contraceptives: ―I got the shot for three months. It
gave me problem. I was bleeding all the time and was dizzy and I did not want to use the pill
because I forget. I also heard the others make you have big stomach. I just decided to stop.‖
With regards to women who had never used contraceptives but have ever been sexually
active (N=24), the main reasons for nonuse included cultural or faith-related reasons (7), fear of
side effects (3), and personal preference (3). Cultural or faith-related reasons. Culturally-

93

inspired disapproval of contraceptives was included as a reason for nonuse by 3 women. For
example, one participant stated,
Where I am from, we don‘t believe in that [contraceptives]. It is a gift to have a child and
the more children, it is better for you and you are rich as a family. It is good to have
children. Those things [contraceptives] are dangerous for your health. They are not good
for marriage because the things they cause like bleeding all the time can keep your
husband angry and even want another woman. (Mwali, County A).
As regards to faith-related reasons, women mentioned their faith as a sole reason for not
using contraceptives. The overarching view amongst these participants was that children are
given by God. For instance, one participant stated, “I don‘t like. I believe in God. If I want to
stop having a lot of babies, I count [days]. I don‘t use anything.‖ (Caroline, County B). When
probed, the participant did not further expound upon what she meant by the statement, ―I believe
in God‖.
Fear of side effects. Participants expressed a fear of side effects from contraceptives.
Although they had never used contraceptives, these participants learned about side effects from
discussions with other women (friends and family members) about their perceptions and personal
experiences. For example, one participant responded, ―I will not use it [contraceptives] because
my Ugandan friend tried to use it and she got fibroids and she almost died. She even got
pregnant while using it so I feared.‖ (Sipha, County B). Likewise, Faridah (County A) stated,
―My sister was bleeding so much when she was using the injection. She was always weak, and
her husband got so angry with her…I don‘t want those problems.‖
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Personal preference. Three participants mentioned that they didn‘t like the idea of using
contraceptives. When probed for reasons, these participants declined to further expound on their
responses, aside from mentioning it as a personal preference.
Women were asked about their current contraceptive practices; participants were asked
whether they used any type of contraceptive since coming to the United States. For the women
who previously used contraceptives prior to resettlement, half of them reported nonuse since
moving to the United States. Reasons for discontinuing use included fear of side effects due to
previous experiences (2). Other women reported not using contraceptives because they were not
sexually active or did not have a partner (4). When asked whether they would use contraceptives
in the future if they were in a relationship, all but one participant (who ardently rejected the idea)
considered contraceptive use as a possibility. With regards to method type, none of the women
reported using condoms after moving to the United States.
A note on participant observation and family planning use in the US. While it was
necessary to suspend my preconceptions and experiences with the women in order to hear their
stories, I would be amiss not to describe my prior observations with women from this community
and how these observations may provide more context to the women‘s experiences after
resettlement, particularly with regards to the observed reduced use of modern contraceptives. For
reasons that may have involved limited probing or social desirability, women‘s stories did not
highlight issues I observed while working in the community that include lack of access to
contraceptives or issues with patient- provider interaction in the resettlement context. As a
volunteer, I often assisted with transporting women to clinics for doctors‘ appointments and
observed their interaction with both the providers and translators. In some instances, particularly
with online translators, women expressed issues with miscommunication with regards to
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inaccurate translation: women often felt that the providers did not fully understand what they
were trying to express, and hospital translators were often wrong in their translations.
With regards to women‘s clinic visits, they would often express frustration and felt
mistreated and judged for being pregnant. For instance, some women and their husbands did not
like to talk with health care providers because they mentioned often being told to ―stop having
children‖. Moreover, in some clinics, I observed as some administrators and providers exhibited
what I interpreted as impatience with the women who went with their children, with regards to
having their children running around in the clinic. Moreover, they often blamed the women for
missed appointments and un-updated insurance, without recognizing that they did not know
about renewing health insurance, transport issues, and how to cancel appointments. For instance,
while taking her to a well-woman visit, I vividly remember stating to me, ―You see how they
treat us? They think we are lazy and don‘t know anything. They treat us like we are not human.‖
These experiences raised issues of trust between the women and their providers and may impact
their desire to communicate about personal health needs such as family planning.
A notable observation from my involvement with the women in the community involved
women‘s issues with accessing contraceptives. On a couple of occasions, I was approached by
women who inquired about where to go to obtain free modern contraceptives and whether there
were financial resources available to assist with the cost of buying contraceptives. This was
particularly the case for women who were no longer receiving the interim healthcare provided to
recently arrived refugees. Moreover, these women did not know where to go to receive family
planning services. Part of my work in the community is to provide family planning education to
the women including providing resources for where to obtain these services. Classes were
created as a result of elicitation interviews conducted with key-informants and some women
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from the community, assessing their greatest health needs. Through the feedback received, I
developed a family planning curriculum and facilitated classes for the women. Unfortunately,
attendance was low and did not reflect what the women (particularly single women) individually
expressed to me with regards to their interests in family planning. From this experience, my
interest in exploring women‘s individual and socially-inspired beliefs and how these beliefs
collectively influence their family planning practices.
Paraprofessionals. Seven paraprofessionals were interviewed in this study. Similar to
the refugee women, for the protection of study participants, pseudonyms were used instead of
their actual names. Demographic information for paraprofessionals includes age, sex, country of
origin, duration of involvement with the Congolese refugee community, and family planning
practices.
Table 4.5. Summary Demographics of Paraprofessionals (N=7).
Category
N
%
Age range (years)
20-29
30-39
40-49
50-59
60-69
Sex
Male
Female

Country of Origin
United States
Republic of Burundi
Republic of Rwanda
Democratic Republic of Congo

1
3
2
0
1

14
43
29
0
14

2
5

29
71

3
1
1
2

43
14
14
29

97

Table 4.5 (Continued)
Languages
English
Kiswahili
Kinyarwanda

Residence
County A
County B
Marital Status
Married
In a Relationship/Living with Partner
Single

Number of Children
0
1-3
4-6

7
5
2

100
71
29

5
2

71
29

4
1
2

57
14
29

2
2
3

29
29
43

Contraceptive History (Ever Used: self or
partner)
7
Yes
0
No
Contraceptive Type
Pill
IUD
Implant
Male Condom

100

3
1
1
2

43
14
14
29

Along with collecting demographic information, I collected and analyzed responses
regarding paraprofessionals‘ perceptions of the greatest needs of Congolese refugees, their
98

personal beliefs about family planning, and perceptions about Congolese refugees‘ family
planning practices. Table 4.5 describes the demographic and reproductive health histories of
paraprofessionals in this study. Most of the participants lived in County A (5) and were female
(5). More than half (72%) of the paraprofessionals‘ ages fell within the reproductive age range.
Similarly, over 50% of the paraprofessionals originated from Central and East Africa (4), and the
most commonly spoken languages included English, Kiswahili, and Kinyarwanda. With the
exception of two paraprofessionals, participants were either married (5) or in a relationship and
living with their partner (1).
Demographic questions addressed the reproductive history of paraprofessionals and
included number of children and contraceptive history. Of the participants who had children
(n=5), the lowest number of children ranged from 1 child to 6(n=3) children. All participants
reported ever using contraceptives, with the most common methods being the contraceptive pill,
male condom, and LARC methods (IUD and pill).
Core Study Themes
A Hermeneutic analysis of the narratives of recently resettled Congolese refugee women
directed the understanding of their lived experiences, particularly with regards to contextual
influences on their family planning beliefs and practices. Analysis of all transcripts yielded 215
statements that were then changed into meaning units. The meaning units were thereafter,
transformed into themes; these themes incorporated all participant responses although, at
different level of occurrence.
Study findings were divided into two sections as guided by the study‘s key research
questions. In the first section (addresses RQ1), core themes surrounding women‘s resettlement
experiences were grouped into three categories which depict the trajectory of their journeys from
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pre-resettlement to resettlement in the United States. The second section (addresses Q2) also
incorporates responses from interviews with paraprofessionals and describes women‘s beliefs
about having children as well as how Congolese refugee women plan their families.
Analysis was based on women‘s county of residence due to more pronounced variations
in women‘s experiences with resettlement (including perceptions about services received), varied
based on the countries in which they resided. Moreover, the sample size and make-up study
participants did not allow for an adequate deciphering of comparison based on ethnic and second
country characteristics.
Section One: Congolese Refugee Women’s Pre-Resettlement and Post-Resettlement
Experiences
Women‘s descriptions of their lived experiences before and after resettling in the United
States were interpreted through an iterative process with careful consideration of my position (as
described in the methods chapter). I employed use of the Hermeneutic cycle to interpret
responses from the in-depth interviews and arrived at four core themes. Overarching themes
which describe women‘s pre-resettlement and post-resettlement lived experiences include the
following: (a) Life in the DRC: When a normal life was met with turbulence, (b) From citizens to
stateless persons: meanings ascribed to being a refugee, (c) 2nd Country experience: in limbo for
decades, and (d) New beginnings: the promising yet convoluted American dream. For this
section, Table 4.6 below describes the overarching themes and their related themes.
Table 4.6. Themes depicting Congolese Refugee women‘s pre-Resettlement and postResettlement experiences.
Overarching Themes

Related Themes
A normal life before conflict

Life in the DRC: When a normal life was met
with turbulence

A memory worth forgetting
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Table 4.6 (continued)

From citizen to stateless persons: Meanings
ascribed to being a Refugee

Defining refugee
Women‘s perception of self as refugee
Women‘s interpretations of others‘
perceptions of them as refugees
Camp life was a waiting game

2nd County Experiences: In limbo for decades

City life was a struggle for survival
Table 4.6 (continued)
New Beginnings: The promising yet convoluted
American dream

Women‘s Expectations about life in
America
The Reality: Life in America
Language limitations
Housing challenges
Women‘s concerns about childcare
Issues with employment
Women‘s fears about losing
benefits
A need for family planning/sexual health
education
Women‘s concerns about losing control
of their children

Overarching Theme I. Life in the DRC: When a normal life was met with
turbulence.
I sought to learn more about the nature of the lives of the 23 participants who were born
in The DRC prior to fleeing to the second country. Two major subthemes developed which were
based on how participants responded regarding their lives in The DRC before and during the
conflict: 1) A normal life and 2) A memory worth forgetting. These subthemes are explained in
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the following section.
A normal life before conflict. Participants were asked to describe the nature of their lives
in The DRC. Key probing questions included employment, family life, and greatest concerns
(including health). Other probing questions touched on women‘s social dynamics which included
who they talked with about important life decisions. With the exception of 4 participants who
were too young to remember life in The DRC before the conflicts (all participants reported civil
conflict as the cause of their fleeing the DRC), all women reported that they lived what I
resolved to define as a normal life. Some women were young and in school but recall living a
normal life with friends and having large nuclear and extended family around. Some women
worked in their homes as housewives including tending family farms, while others worked
outside of the homes as business owners (4) and in office jobs (2).
Women who owned their own businesses worked as either restaurant owners (3) or
seamstresses (1). For example, Maria (County A) was a successful restaurant owner who was
well sought after as a vendor and contractor for private and government functions. She said, ―I
was cooking different types of food. I had contracts with businesses like airport services, offices,
and other companies...I had 15 people who worked for me.‖ (Maria, County A). Office jobs
involved work as administrative assistants. Two women mentioned owning farmland which they
tended to; this farmland provided income for their families and neighbors as well: Leah (County
B) stated, ―So in Congo I was still strong. I was farming. I was selling, but people would come
and say, ‗give food, give clothes‘...‖.
Women‘s social circles in The DRC consisted of family, church, and friends. Most women
had large families that included husbands, children, siblings, and parents. Some women were
active in their churches from where they formed close friendships. In fact, three of these women
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mentioned the church as the major source of support with helping them escape the DRC at the
onset of conflict. For example, one participant recalled, ―When I was in Congo, I was only living
with God‘s servants, and so they took me by secret and we left…up to today, I talk with them. If
I tell you my story, my pastor told me, ‗you have been through so much; I pray that God help
you. They became my family‖ (Caroline, County B).
While living in The DRC, all women had someone whom they could talk with when
deciding on important life matters. Participants had women in their families as well as close
family friends in the community who served as a significant source of informational support
particularly with regards to learning about motherhood. Discussions about contraceptive use and
other aspects of family planning were not commonly held either amongst the women or with
their partners. Reasons included the view of contraceptive use as a taboo and deviation from
cultural expectations. Angelique (County A) stated, ―Even if I wanted to use those things
[contraceptives], I could not tell my mother. Mommy believed that a child is what makes you a
woman of the house. It is what makes you respected. How do I tell her that I want to stop?‖
Likewise, Proscovia (County B) recalled, ―we never talked about family planning with my
husband. It was like I was rejecting him and being disobedient to our people. We just counted.
What helped me is that my bleeding was regular.‖ All women who gave birth while in the DRC
had someone to help them take care of them. These included nannies, mothers-in-law, neighbors,
or the child‘s older siblings.
Prior to the onset of conflict, major concerns while living in The DRC included family
strife which often involved accusations of witchcraft (4), not having work (2), and lacking tuition
to take children to school (3). With regards to witchcraft, one participant recalled, ―My major
problem in the DRC is that I did not get along with my family…they killed my father with
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witchcraft and then after they came offense, they were also running after my whole family to
kills us‖. (Caroline, County B). None of the participants reported experiencing major health
issues prior to the conflict. With regards to contraceptive use, three women mentioned using
contraceptives (the male condom and pills) while living in the DRC.
A memory worth forgetting. The theme, a memory worth forgetting was selected as a
fitting description of some participant‘s sentiments regarding life in the DRC. Compared to the
women who discussed their ―normal lives‖, these women, (majority lived in County B), did not
address the probing questions but rather, explicitly recounted their experiences with being in the
midst of the conflict. Some participants witnessed as their family members, neighbors, and
friends were kidnapped. Others witnessed bodies being dismembered and houses and property
raided or burned. Three women detailed their experiences with sexual assault while five women
witnessed rape and other forms of sexual violence against other women. One participant
described her gruesome experiences with sexual assault:
They just found us in the farm digging. I was shy, had fear, and I wanted to die.
They tied my husband to a tree, covered his mouth, and only left the part around
his eyes to see. They started using me while my husband was watching. I only
recall when the 4th man was on me, so I don‘t know how many soldiers used me.
When I opened my eyes I was in hospital and I got a miscarriage. I found out at the
hospital that when this happened, I was already pregnant with my husband and did
not even know. It took 10 years for us to get our 2 children.it affected my
marriage. My husband, he used to first take alcohol then come in the bedroom. I
blamed myself but I encouraged myself because it was better to rape me than them

104

killing my husband....I later found out from this that I was positive [diagnosed with
HIV] (Agatha, County B).
Another participant recounted, ―Seriously, I lost a lot of my friends. Some could die while
they were being carried [to safety]. I feel so bad once I remember 2005. Another war came up;
they would first drain your blood and let you die without cutting you. They used to rape women
and then after put a stick in your private parts. It was so bad that you don‘t feel like ever going
back to the DRC.‖ (Sipha, County B). As a result of such experiences, some participants verbally
expressed not wanting to provide much detail about their lives in the DRC; three women
preferred not to discuss their lives in the DRC at all. It should be noted that the above
experiences were voluntarily told, without any probing from me.
Overarching Theme II. From Citizen to Stateless: what it means to be a refugee
Upon fleeing The DRC, the women were officially identified as refugees, as defined by
UNHCR (see chapter 1). To understand how women viewed themselves and what possible
implications this has on their health behaviors (including health-seeking practices) in a foreign
land, I examined women‘s responses about their lived experiences with being defined as
refugees. The following probing questions were asked: who is a refugee, what does it mean to be
a refugee, how do you think people view refugees, and do you consider yourself as a refugee.
Defining “refugee”. All women defined the word refugee as a term which encompasses
individuals who no longer live in the country in which they were born. Through a thorough
review of participant transcripts, the essence of being a refugee is summed up as a perpetual
wanderer, someone who beyond circumstances of her own doing, no longer has a home. For
example, Anita‘s (County B) definition of refugee touched on what all participants believed,
―That [the word refugee] means you are running away from problems you are seeking for
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asylum, a protection. You are seeking for safety. It is just something that happened and you
could not do anything about it…you always run until someone help you.‖
Women’s Perceptions of self as refugee. After defining the term refugee, women were
asked whether they identified themselves as such and how the term made them feel. With the
exception of three women who preferred to be identified as American because they ―now have a
home‖, all participants identified themselves as refugees; most women responded with a sense of
resignation. For example, Ntawiha (County B) stated, ―I don‘t like it but it is who I am, I cannot
do anything about it. So, it is the way it is‖. (Ntawiha, County B).
Some women accepted themselves as refugees because it translated into getting help: ―I
like it because it means people help you. You are not alone and they try to help you make life
better again.‖ (Nicole, County A).
Some women‘s interpretations of the word refugee changed from when they lived in the
second country to when they moved to the United States. One participant who echoed the
sentiment of these women said,
Right now I own it, am not ashamed to say I‘m refugee--- back then, I used to like, ‗you
call me a refugee one more time‘ {[laughing]} but now I'm like yes, yes I'm a refugee
you know so I am--- also because I've come to accept the term refugee in this country
cause this country accept me you know what I mean? Nobody is coming to me saying go
back to your country, go wherever. Nobody comes to me like that so I'm free to say I'm a
refugee but over there you know you would tell a[mentions second country] person, I'm a
refugee they would start calling you there is this term kiforena which means like you are
foreigner like you don't belong here. So that's why I'm more acceptance of the name here
because I'm accepted here. (Anita, County B).

106

Paraprofessionals’ observations of women’s self-perception as refugees. To confirm
women‘s perceptions, paraprofessionals were also asked to describe, from their observations,
what women thought about the term. Along these lines, all paraprofessionals believed that the
word refugee was not well liked by the Congolese refugee community because it ―singled them
out‖; however, they agreed that it helped them retain a status which would grant them assistance.
Michael stated:
When we ask them about do you want to be seen as a refugee or not? It was pretty
mixed. Some people were like, "Yeah, they should know I'm a refugee, because we can
get extra support. We can get help from being a refugee." At the same time, asking them
that, a lot of them are like, ‗No We don't want to be seen as refugees ... there‘s a split
there [regarding perceptions of self as refugee].
Women’s interpretations of how others perceive them as refugees. I wanted to
understand in what way women internalized how other people perceived them as refugees.
Women were thus asked, ―What do people think about refugees? Most women, particularly those
who lived in the city while in the second country, were discriminated against. For example,
Sipha (County B) recalled,
―They used to refuse us to work and for those who gave us work, used to say so many
bad things like, ‗you are dirty, you have no home, and you are taking our jobs. Our
children were made fun of sometimes. Things like that. But, it did not bother me because
I know if the current president [in the second country] leaves, we will all be in the same
boat. War will break out and we will all be running.‖
Alternatively, participants who lived in refugee camps explained how the camps were
filled with people from different countries who were also refugees, thus, the feeling of
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discrimination was not as pronounced. Few participants felt that they were negatively received
by Americans in general, particularly with regards to their children who experienced bullying
(as reported by women from both counties) and with neighbors in the apartment complex in
which they lived (predominantly in County A).
A key theme amongst many women from county A was the feeling of being
misunderstood by the resettlement agencies. Women felt that refugee service providers viewed
them in a negative light. For example, Irene (County A) stated, ―I cannot say that about how
Americans think of me because me not knowing English limits me from talking to Americans.
But the people at [mentions refugee service agency] think we are dirty, we don‘t want to work.
Even when I try to explain my problem. They don‘t want to understand‖.
Overarching Theme III. Second Country Experiences: In Limbo for Decades
Women who detailed the inception of their journeys from The DRC to the second country
painted a swift and horrific picture of a period characterized by intense chaos and strife. Some
women lost family members including parents and spouses while others were separated from
their children as they ran for their lives. One woman vividly described her story:
We were attacked at night then my husband was thrown in a pickup truck. Up to now I
don‘t know what happened to him. I looked out of the window and told my children to
run out through the back door and hide in the farm. I was very heavy with pregnancy with
that boy [points at her son] and kept the 6-year-old daughter with me…we ran. I walked
for many nights and through the water with my daughter on my shoulders until we made
it to Uganda border. I did not know where my other children were. (Irene, County A).
Upon fleeing from the DRC, the women were settled in the neighboring countries of
Uganda, Rwanda, Tanzania, or Kenya. While living in these countries, some women lived in
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camps while others lived in the city. Most of the women who lived in the city were in Uganda.
The third core theme, in limbo for decades defines the lived experiences of Congolese
refugee women while in the second country. Most of the women lived in the second country for
protracted periods (see table 4.7 below). Participant experiences in the second country were
organized into two sub-themes: (a) camp life was a waiting game, and (b) city life was a struggle
for survival. These themes are further expounded upon below.
Table 4.7. Women‘s duration of stay in the Second Country by Place of Residence (City vs.
Camp).
Residence in 2nd Country
Camp

Length of Stay
≤4 years
5-9 years
≥10 years

Number of participants
1
4
13

City

≥4 years
≥11years

1
6

Camp Life was a waiting game. Life in refugee camps was characterized by a loss of
personal agency as all aspects of women‘s lives including mobility, were under the control of the
host country‘s government or humanitarian aid agencies. Thus, camp life was described as a
prolonged period of waiting; waiting for food, work, and for a durable solution to their stateless
status. One woman said, ―We would wake up, they give us beans and sometimes it takes a few
days before we get the rice or Ugali to go with the beans. I would give my children beans and
then we seat and wait. I wished I could have work and look for food for my family.‖ (Brenda,
County A). In the same vein, another participant recounted the challenge of waiting to be visited
by case workers before obtaining food:
The people from HCR [UNHCR] would walk around and come check on us. When they

109

came is when we could get our sack of sugar. What are we going to use the sugar for you
know? But we waited for a while before we got the porridge to put the sugar in. We were
always relying on them for everything. I thank their help but it was so hard to look at
your children and they are hungry but you can‘t do much. You just look. For 13 years is
like that, eh! (Faridah, County A).
Women‘s greatest concerns while living in camps included not having stable work, fear
of violence, food insecurity, overcrowding, and unsanitary conditions. These conditions were
further compounded if the women were single; single mothers reported challenges with securing
resources to sustain their children and with having a strong social support network, as compared
to their married counterparts. Proscovia (County B) recalled, ―It was so hard because my
husband died after we moved to [mentions second country]. I was alone with my four young
children and I did not know how to make it, but I just had to. I could not find work so I would
braid women‘s hair and cook sometimes‖.
While living in the camp, three women generated income by cooking and selling food.
Women who lived in Tanzania and in some camps in Uganda were provided with farmland that
they could tend, although it was limited. Women‘s social circles varied due to the diverse groups
of people in the camps. However, when compared to life in The DRC, more women described
keeping to themselves and not having someone to confide in aside from the church, when
making important life decisions. For example, one participant stated, ―Me, women talked too
much. I lost my people. I did not know who will be there for me. I cannot trust anyone. I only
take it to God. Whatever is eating me, I talk to myself and then to God. Then, I know what to
do.‖ (Angelique, County A). Similarly, all single mothers expressed not having a strong social
support system while living in the camps: ―It was just me and my children. It‘s hard to trust
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people because the men just want to use you, and the women talk too much and look down on
you when you are single mother. I would just keep it in, go to church and just pray for my
problems.‖
With regards to health, all participants had access to general health care services while
living in the camps. Women‘s greatest health concerns included malaria, tuberculosis and other
infectious diseases, high blood pressure and other chronic conditions and illnesses acquired
while living in the DRC. For the women who had children while living in the camps, all of them
received maternal health services that included delivery and post-partum care. Concerning family
planning, all women had some knowledge about family planning, which they received while
living in the camps; however, the level of knowledge varied. While the women had heard about
family planning, none of them knew what the concept entails. Some women solely equated
family planning with male condoms and pills. Other women thought that family planning
involved preventing pregnancies indefinitely.
City Life was a struggle for survival. Eight women lived in the city while in the second
country. Life in the city was marked by a restricted freedom, a struggle for survival. All
participants described their lives as one where it was imperative to have tenacity or the will to
endure at all cost. Due to the unpredictable conditions of their lives, women had to find
opportunities to survive and make money. They also tried to adjust to city life by finding
opportunities to learn the language and looking for opportunities for work. Some women
abandoned previous aspects of their identity in order to survive. For instance, Agatha (County B)
recalled, ―when I went to [second country], I was a Christian. There was a Muslim woman who
met me in the start and offered to give me a place to stay. She was so nice…I became a Muslim,
I would even go to mosques (laughs out loud). You know, it became like, to the Muslim I am
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Muslim, to the Christian I am Christian. I went with what helped me.‖
Women expressed having a sense of freedom with regards to mobility which motivated
them to stay in the city despite the challenges of securing a stable income and experiencing
discrimination by some people in the host nation. For example, all women preferred to struggle
in the city than to register as a refugee and live in the camps. For example, one woman said,
It was so hard that I and my children had to sleep on the street for some months. The
woman from church told me to go to the agency and register to live in the camp, but I had
seen people go to camp and leave as dead bodies. Some looked so bad, and I hear so
much witchcraft there. I decided I would rather struggle in the city than move to camp.
God would help me. At least here I can beg a family to work as a house girl for than seat
there and wait to die.‖ (Agatha, County B).
Similarly, another participant said, ―I struggled for school fees for my children but at
least I could take them to a good school where they could learn English. Now at least they know
a little bit and can help me here. Hahahaha [laughs boisterously] me I struggle in English in this
America. But in camp, school can be poor, I hear.‖ (Shekinah, County B). Women in the city
sought work through selling clothes and other small items; some learned tailoring and worked as
seamstresses and hairdressers, while others did menial jobs such as housekeeping and selling
clothes in the streets.
While living in the city, women‘s greatest concerns included the need to secure a steady
income for their families, housing, and discrimination by host country residents. Single mothers
expressed challenges with obtaining safe housing and tuition for their children. Health concerns
included the challenge of accessing healthcare and securing funds to pay for quality health
services. One woman recalled, “I had no access to medicine in The DRC but even getting it in

112

[government hospital in the second country] is hard because people line up for days. Imagine you
are number 502 patient. When will you ever meet the doctor? It will take you 4 days to get him
because it‘s free.‖ (Proscovia, County B). Another participant noted,
Many times I did not have money for private hospital, so I would go to government, but
there were so many who want free medication so I just decide to go back home because
the hospital now is like a market. You can easily get contaminated because other patients
are worse. I just used to meditate at home and pray for my children, treating with natural
herbs which were cheaper (Irene, County A).
Malaria and malnutrition were key health issues reported by the women. For example,
Maria recalled, ―So we were eating those beans and corn meal for month to month. It was the
same thing. They give you a little something like the oil, the corn flour and beans over and over
so the health issues were like malnutrition. Other notable issues included reproductive-related
complications that some women did not know how to describe. Sipha said, ―I used to get
infections because of the dirty toilets. I used to scratch myself all the time. I even used a brush to
scratch myself. I started getting rushes with blood coming out of my pimples down there. I
started smelling. I could not even feel free in public.‖ Likewise, another participant remembered,
―I used to get a lot of pains especially during monthly bleeding time…even my stomach would
get big. I still have pains and look pregnant and [mentions the Paraprofessional] said it sounds
like fibroids and I should go to the doctor. (Leah, County B).
With regards to family planning, all the women who lived in the city knew about
contraceptives; however, fewer women discussed ever using them. Amongst the main reasons for
not using contraceptives which included religious and personal preferences, some women cited
access and cost as the main reasons for nonuse. For example, Shekinah stated (County B), ―Me, I
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never wanted, but even if I did, I heard it was expensive to get those family plannings that really
work. Me, I could not afford it when I had school fees to pay for. I just counted and prayed.‖
Women‘s family planning practices were examined based on whether they lived in the
city or refugee camps while in the second country. This was done so as to validate their
responses about knowledge and access to family planning methods based on where they lived.
Table 4.8 below depicts women‘s contraceptive histories as categorized by place of residence.
Table 4.8. Women‘s Contraceptive Use Categorized by Second Country Residence.
Ever Used Contraceptives
Second Country
Contraceptive Type
Residence
Yes
No
Pill, Implant, Injection, Male
Camp
9
8
Condom, Calendar
City
3
5
Pill, Injection, Calendar
Overarching Theme IV. New Beginnings: The Promising yet Convoluted American
Dream
Table 4.9 describes the women‘s residency after resettlement. When women resettled in
the United States, some moved to County A and others to County B.
Table 4.9. Women‘s location of resettlement in US.
County
City
Camp
Total
A
4
9
13
B
5
7
12
Total
9
16
25
Review of units of meaning regarding women‘s resettlement experiences were formed up
into the overarching theme, the promising yet convoluted American dream. This theme was
selected because women‘s experiences with resettling in the United States were a complex
combination of potential yet seemingly unachievable stable life, confusion, and provision mixed
with lack confusion. Under this core theme, there are two organizing themes, (a) expectations
about life in America and (b) the reality of life in America, and it is described in detail below.
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Women’s expectations about life in America. Women were asked to describe their lives
since moving to the United States. Probing questions included expectations about life in the US,
experiences as refugees in a new land, as well as greatest concerns since resettlement. Almost all
of the women expected that they would have good jobs which would enable them to own safe
and ―spacious‖ homes, to get their children educated, and to have a good quality of life. Some
women expected that they would receive social services including housing, cash assistance, food,
and support for healthcare. Most of these expectations were informed by the orientation that they
received about life in America prior to resettlement. For instance, one woman said, ―I thought I
would get a house, have a very good bed, eat well and I would not have any worries because I
was told once you get to America, they said they give free donations to refugees.‖ Other
participants like Shekinah were told about what to expect with regards to American life and the
types of services that they would receive:
We were told that at the culture orientation. They tell us about the American laws, the
way they behave. They say they work hard and keep time. Things like that…I know that
the American Hospitals will help me because they have nice doctors and nice machines
that would check for my diseases.‖ (Diana, County A).
Some participants (particularly women who had recently arrived) expressed that their
expectations about America were met with regards to how they were received as refugees.
Ntawiha recalls her pleasant experience with arriving in America, ―…but here in America, you
arrive here, they put you in a hotel, they give you accommodation. You don‘t understand what
kind of refugee who could be you know [laughs] accommodated in the hotel…Refugees are well
treated when they first come.‖
After extensive review of the transcripts by following the Hermeneutic cycle, I
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determined that appreciation was the most fitting description of women‘s sentiments about how
expectations about their children‘s education were met. With the exception of two participants
who at the time of the interview been in the United States for three months and their children
were not yet placed in school, all women were pleased that their young children were in school
free of charge. Sharon mentioned, ―They really assisted us. We received so many services,
different kinds of services like locating documents for us …providing schools for our children,
transporting them, yeah so we were able to receive that.‖
Almost all of the women‘s expectations about life in America were met with regards to
food security; however, other expectations such as employment and housing were yet to be met.
For example, Anna (County B) emphatically stated,
Okay when it comes to feeding, I am okay but money-wise I am not. I am too broke
because we were told they would be providing us with money after the end of the month,
but I have never seen money. We were told at the orientation before we came that we will
be paid every end of the week or month.
With regards to health, women expected that they would receive healthcare services free
of charge, and that their illnesses such as high blood pressure and diabetes would be managed
appropriately. However, most of the women expressed that this expectation was not being met
due to challenges with understanding the healthcare system. For instance, when asked whether
her experience with healthcare in the US differs from her experiences in the camp, one
participant responded, ―So it is the same because it all, like a there is a special way you can
really get help, but here it looks like even to have appointment is not that easy. You can even die
before you get seen because the appointment‖ (Shekinah, County B). Along the same lines,
Sharon (County A) stated,
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I keep getting all these letters don‘t know what they mean. I just put them in the corner
and when she comes [points at paraprofessional Angelique] she reads and tells me. I went
to [mentions local clinic] and found out that my insurance is no more. I didn‘t know that I
had to renew. And when I went to renew I could not remember password and that stuff. It
was the case manager who set it up for me. These things of insurance give me headache.
The Reality of Life in America. Following interpretations of women‘s descriptions of
their greatest needs in the United States, the theme, navigating without a manual was selected as
the most fitting. This theme describes how Congolese refugee women get by in a new land where
they experience challenges with navigating through the US system to acquire social services,
overcome language limitations, and secure employment and affordable housing. These responses
were elicited through the research question which addressed women‘s greatest needs.
Table 4.10. A Comparison of Women‘s perceived greatest needs/concerns as described by
women and paraprofessionals.
Pre-Resettlement

Post-Resettlement

Women

Women

Paraprofessionals

Food Security

Language (County B)

Language (County A & County B)

Housing (in general)/
Space
Stable Income
Safety

Affordable Housing (County A)

Education (children):
school fees

Employment
Education (children):
placement/ Childcare
Loss of Benefits
Trouble with Children

Childcare
Family Planning
Sexual Health Education
Education about American
Culture
Trouble with Children

The question was asked to both women and paraprofessionals. Women‘s responses were
compared with the responses of paraprofessionals. Table 4.10 illustrates comparison between
women‘s perceptions about their greatest needs and the responses provided by paraprofessionals.
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Responses are listed in order of frequency, or how often participant it was mentioned by
participants. Prior to resettlement, women‘s greatest needs included making sure that they had
enough food for their families, privacy for themselves and their children, getting a stable income,
physical safety, and quality education for their children.
Language limitations: After arriving to the United States, women‘s priority needs varied
based on counties; while all women expressed the need to learn English in order to better
integrate into American society, more women from County B expressed this need as a top
priority as compared to their counterparts in County A whose greatest challenge was securing
employment. For those who were employed, they all expressed the concern of not earning
enough to take care of their bills, which ―seemed to increase every day‖ (Nadine, County A). As
echoed by almost all of the women, one participant described how a lack of English proficiency
hindered her from securing better financial outcomes in her current job. For example, Angie
(County B) stated, Work/employment: compensation, proximity, hours, labor-intensive
Even if you know what you are doing for example, myself at work I am a hard worker
and know what I am doing. I don‘t play games, I know that this job is the one which will
pay for my bills and help myself with the family. Still, because you are a refugee, that is
enough for you to never promote someone who comes the same day like after a year after
you, because they speak language. Then she will come and become a supervisor and you
are the one who is going even train them for what they are going to do but because you
are a refugee and don‘t speak English, you cannot get promoted. Just like that you are
cheap and you have to be the same level. No matter what, it doesn't matter what you
know, it doesn't matter what you do, how you work hard, that doesn't count.
Similarly, all paraprofessionals cited language as an enormous barrier for the women:
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―The main thing they're missing is the communication issue... It's the key because when they
come here to resettle, they don't have understanding or the social workers who are helping
them…they don't have enough service to help them understand what they are going to
experience or what the next step is.‖ (Antoinette-PP, County A).
Housing challenges: When compared to women in County B, the greatest need for
women in County A included obtaining affordable housing. It was difficult for most women
(particularly those who lived in the US for more than 6 months) to obtain housing which could
accommodate their large families while also remaining within their household incomes. Brenda,
a mother of 7, recounted, ―When we came here, they put us in a house. The rent is $1500 a
month. I am not working and it‘s only my husband who works and for them they sometimes
contribute and sometimes they don‘t. It is hard for us to pay rent and they have told us that
starting next month, we will have to pay for all the rent costs on our own. The power bill was
over $500.00 last month. I don‘t even know how that happened.‖ Similarly, Shekinah said, we
got many problems about the bills because, they told us when we were in Africa like if you go in
America you gonna have everything so...‖ In the same vein, Michael, (County A) mentioned,
―They can't find affordable housing. But that's also why they end up going to worse schools, and
living in the worst neighborhoods.‖ Similarly, Luambo (also a paraprofessional) mentioned
housing and bills as hindrances to women‘s successful integration into American society:
I think the great things to the communities, maybe, they can offer, grant for the business.
They can teach our people about the business. Maybe we can open a business to get more
money. Because if we depend to work, and we do not get money. All the money we pay,
it goes to rent, the bills. It means that we cannot grown up. The government, or the
organization that regularly provide us, they can see and help the families find the
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government housing that is cheap where they can pay and save money.
Women’s concerns about childcare: Many women had concerns with obtaining daycare
that would match their working hours. Like all of the working mothers, Susan claimed, ―I work
from morning to after midnight is when I come home…Then we come home so late and have to
do it again. I don‘t have someone to take care of my children when they get out of school.
Daycare is closed at those times…Is really hard.‖ Similarly, all five paraprofessionals from
County A exclaimed that childcare was a major problem for the women:
You need to work, so think about where you're going to put these kids. If you
have to pay for each child and you have five of them, they need daycare, how
much you'll pay for them? How much you'll be making to be able to pay the
daycare and pay the rent and pay the food and transportation? Somebody, maybe
a friend can help you watch your baby while you're working or going to school to
learn English for an hour, but who's going to watch five kids? It's not allowed in
America to have more than three or four children in the house for one person
watching them (Mary, County A).
Issues with employment: In County A, the greatest worry for the women was securing
employment that was appropriate for them. Some women had challenges with finding jobs
nearby, which would allow them to work hours that could fit with their children‘s school
schedules. Other participants desired to work jobs that would require minimal physical labor.
Maria (County B) stated, ―We stand all day at the fish factory. I get so tired standing all day. My
sugar [participant has diabetes] goes low and I have to eat but I can‘t explain to the boss
properly, so I get so weak.‖ In support of this, paraprofessionals explained that women needed
jobs that would accommodate their pre-existing health conditions which were developed as a
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result of their experiences during the conflict or while in flight. Susan (County A) provided a
scenario which was a common theme by paraprofessionals as they provided similar stories:
She had given birth in a camp and she had to have some sort of surgery. And
whatever was holding things up there, it sounded like she was having a prolapse
or in the midst of it, but she was in a lot of pain, but she kept telling people it was
back pain because she didn't know how to communicate that it was somewhere
else in her body. So when she kept quitting jobs that required her to bend over all
the time, like cleaning a hotel, because she was a hotel maid, people did not
understand.
Women’s fear of losing of benefits: Ten women expressed their concern about losing their
benefits. Women from both counties were uncertain about when their benefits would stop. Some
women, particularly those who had been in the country for more than one year no longer
received cash assistance or food stamps. This was a concern particularly for the women who had
just arrived. For instance, Agnes (County B) mentioned, ―I was told that I will not have money
anymore? Is that true? I don‘t have a job right now and I am scared that I will not be getting
support. How can I stop that?‖ Other women thought that they would lose their health insurance
benefits within one year. Likewise, Sipha detailed, ―They told us at orientation that America
doesn‘t play. You have to work and that it is expensive to deliver there. They told us that after
one year we will have to pay to deliver our children in hospital here.‖
Need for family planning/sexual health education: Although no women explicitly
expressed a need for sexual health or family planning education, all paraprofessionals mentioned
it as an area of concern for the women. For example, Love (County A) stated, ―they need
education about family planning and about sexual diseases, how to protect themselves to get
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pregnant… Even diseases. That‘s the kind of stuff that we need someone to help with them a lot.
They want to talk about it, but for me, I can‘t ask them more questions because they have laws. I
am not special for that.‖ Likewise, from county B, one paraprofessional stated, ―They need
family planning education…they want to stop but they are not willing to go…they believe that
once they are not active in producing, they will not be loved by their husbands. But life, the cost
of living here will not allow them to have the number of children that they have….‖
Parapraprofessionals stated that the Congolese refugee community is generally not
receptive about contraceptives, although they all mentioned stopping or spacing births as an area
of concern for the women in the community. Three paraprofessionals cited fear of side effects as
a hindrance to women‘s use of contraceptives, although they desired to prevent pregnancy.
Luambo from County A stated, ―They are looking for family planning that does no side effect on
weight gain. They believe they are saying that American people, they are trying to convince
them to use Family Planning because they want them to turn fat like them [side effect of weight
gain]. This is how they explain the information in the community.‖
Trouble with children. An emerging concern in the Congolese refugee Community what
parents perceived as a change in the behavior of the older children as described by parents and
paraprofessionals. The women generally complained that their children, particularly the older
ones who work, no longer listen to them and are being ―changed by the American culture‖. One
woman stated,
Let me tell you, what is disturbing me now ehn?! Hmm. We have older children in this
house. I am not working and their father is the only one who works including them. But it
is even hard for me to ask them to contribute $25 to buy food in this house. I cannot ask
them to even contribute to buying Ugali. They get upset but they buy their own things.
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They have been changed in this country. We don‘t know what to do. How can you help
us? (Faridah, County A).
Along these lines, Susan who is a paraprofessional from County A provided a similar
report when asked what the greatest concerns are within the Congolese refugee community:
―But they want ... That's their money they made and they want to buy a car, they want to
go out with their friends, they want to buy clothes. Things teenagers want to do. They
don't want to help their parents pay rent, but they do, but they're still mad about it. I think
they represent something a little bit different than in the US.‖
Luambo (County A), also a father of working refugee youth echoed a similar sentiment,
―It is understanding money management, understanding trying to not get them to quit school and
thinking about their future, planning for their future. They don‘t want to listen to their parents
anymore. They want fast life.‖ From county B, Laura stated, ―I've heard from multiple people,
and I've heard that from others…the just the teens, if they get jobs, they don't want to give their
parents money, but their parents expect them to.‖
Section Two: Congolese Refugee Women’s Beliefs about Having Children
Heideggerian Phenomenology emphasizes the role of an individual‘s history in
understanding a phenomenon. Thus, in order to understand Congolese refugee women‘s family
planning practices, it is important to consider historical origins with regards to the topic. This
includes the woman‘s personal and cultural beliefs. In this study, I sought to explore how women
construct meanings about children in order to gain insight into family planning intentions and
practices. Thus, participants were asked what it means to them to have a child. Responses were
categorized into one overarching theme, the meaning of a child, which had two subthemes: (a)
the meaning of a child as influenced by the culture in which a woman lives, and (b) what a child
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means to women individually. Table 4.11 depicts the overarching theme and related themes for
section two.
Table 4.11. Overarching Themes depicting Congolese refugee women‘s beliefs about the
meaning of a child.
Overarching Theme
Related Themes
Meaning as influenced by culture
A child is a blessing/gift
A child is an investment
Cultural meanings about
children in the US

The meaning of a child
Individual perceptions
A child is a helper
A child represents restitution
for lost family

Overarching Theme 1. The Meaning of a Child
―For us, you can have one child, and they gonna disappoint one day, so he's gonna go
away and never gonna see him again, but if you have like more than five children, if then
one go, you feel like there's still others ... That's why we say our children are our future,
for tomorrow. I have children, I am rich, because tomorrow I know my future gonna be
good, when I have my children.‖ (Love-PP, County A).
The above quote was selected as an introduction to this section because it adequately
sums up responses from Congolese women‘s beliefs about the meaning of a child. Further
themes surrounding the meaning of a child as voiced by participants and paraprofessionals are
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expounded upon in the following section.
Culturally inspired meanings ascribed to a child. From interviews with women, children
are commonly viewed as a gift/blessing from God, an investment for the future, and protection. A
child is a gift/blessing from God: All women thought that a child is a gift from God or a blessing,
and the more children that a woman had, the more respectable she was. However, this meaning
was specifically for married women in The DRC. For instance, Agnes (County B) ―A child, from
other Africans, you know… a child is a blessing, somebody to complete a family. I know for
married women if you have a child you are a real woman…‖
Cultural meanings ascribed to having a child differed if a woman was not married, as she
would then be identified as promiscuous: ―If you're pregnant and you're married, great.
Congratulations! That's a blessing, dadadada! If you are pregnant and you are not married, that‘s
a whole another story. Then, you are a whore. I am sorry. (Diana, County A).
In the second country, the meaning of children as a blessing did not change. However,
some women (particularly those who lived in the city) stated that being a single mother in the
second countries was not as frowned upon as it was in the DRC. For instance, Sipha (County A)
recounted, ―In Uganda, you see women who are pregnant and have no husband, but they are fine.
No one disturbs them because they have no husband. They are more advanced, those people, not
like The DRC.‖
Perceptions of Paraprofessionals regarding women’s perceptions of the meaning of a
child. Paraprofessionals believed that Congolese refugee women view children as gifts from God
which solidify their status as women of substance. Susan (County A) noted, ―That's the role,
that's the woman's role. They are mothers.‖ Michael (County A) concurred:
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And that's what I get from that, and I think that plays into some of the reproductive health
decisions that are made, and the idea of not going into preventing pregnancy. I think a lot
of the ways, it's like children and being a man, and part of being a man is being a dad,
and being a father and a head of a household and rising up kids. Just in general, in the
community I think children are just a source of pride for them, a source of showing you're
a successful individual. That‘s why they think a child is a blessing.
With regards to culturally-inspired beliefs of a child as a necessary restorer of the nation,
Luambo who is also a refugee from Congo, stated,
There were civil wars every time. So, and people almost killing, killing people, dead, for
nothing. So, because of that, the elders, all the chiefs, met and discuss and say that it is
better to produce more kids, then. Because if you do not produce more kids, it means that
we are going to finish everyone. So the population will be better, we are going to lose all
communities. So from there, we decided that it is better to have even more than ten.
There is a possibility to have even more than ten kids.‖ (PPLuambo, County A).
Perceptions about women’s individual beliefs about children: When asked about what
Congolese refugees think about children, one paraprofessional stated,
―[Congolese say] when I get kids with me and they get education in this country, they
make me easy to go wherever I want to go…because that I did not go to school, I do not
use the bus. I do not go anywhere. But those have kids who know to speak, who went to
school, they know to go to away, to grocery area, to be, whatever…. they make me easy
to go wherever I want to go.‖ (PPLuambo, County A).
Cultural meanings about children in the U.S.
A child is an investment for the future: Almost all of the women believed the Congolese
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culture values children because of the history of conflict. Women stated that because of the loss
of many Congolese groups, it is important to have a child so as to maintain the cultural lineage.
Thus, a child is an investment for the country‘s future. For instance, Mary (County A) stated, ―A
child is important because we Congolese have been through so much. The more children we
have the more we know that our people will not completely disappear. Children are our wealth as
a nation.
The meaning of a child: Individual perceptions. Women were asked to describe what a
child means to them as individuals. All women described children as helpers who will aid in
securing their futures at old age. A child is a helper: Women believe that children are helpers;
parents and families invest in their growth and development so that when they get older, they can
take care of them. For instance, Sarah stated, ―…That‘s [children] my life. They're the ones who
are going to look after me. They‘re the ones who are going to take care of me as I take care of
them...‖ (Antoinette-PP, County A). Similarly, Caroline (County B) said, ―A child is wealth,
wealth. We depend of our children, we invest on them, and we take them to school. We know
they will be the ones who will help us in the future, when we are old‖ (Caroline, County B).
A few women including paraprofessionals (who were also asked what a child means to
them) mentioned the importance of a child as an investment in education because of the
expectation that the child will go further than where the parent stopped. This will translate into
greater opportunities for the family especially in the country of resettlement. For instance
In contrast, many women described the challenges that come with having children in the
United States; consequently, the views about what children mean in America, affected how
women perceived children. For instance, most women thought that American culture perceives
children as expensive and a great responsibility. For instance, one participant stated, ― I think
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Americans do not like to have many children and because you can have your children taken
away if they are too many and you don‘t have money, It is expensive to have a kid in America
because if you don‘t have money, that is why many people in America don‘t have many children.
(Shekinah, County B).
A child as restitution for family lost. When asked what a child means to the women,
almost all of the women (and all of the single mothers) described children as a form of restitution
for the family that they lost as a result of the war. As Angie who lost her husband and mother
during the conflicts stated, ―So on my side also I don't have anybody left so everybody was
killed, so my children are my daughters and my sisters. My sons are my brothers so my family is
my everything‖ Angie, County B). Brenda from County A also agreed, ―My children are all I
have. After I lost my parents…and I do not have any family here. I only have them. They are
now my father and my mothers. Your family doesn‘t die when you have children. I am not an
orphan when I have my children.‖
The meaning of a child: comparing perspectives of women and paraprofessionals.
Women and paraprofessionals were asked what a child means to them individually. The top five
meaning of a child for Congolese refugee women included the view of a child as a blessing, gift,
helper, investment, and family. Contrarily, most paraprofessionals viewed children as a
responsibility and a commitment; these two responses were made by the three paraprofessionals
who originated from the United States. Similarly, to the Congolese refugee women,
paraprofessionals who originated from African countries described the meaning of a child as a
gift, a blessing, the future, and a helper.
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Section Three: The Role of a Congolese Refugee Women’s Social Ties with
Paraprofessionals in her Family Planning Beliefs and Practices
I sought to understand what role, if any, a woman‘s social circle played in her family
planning practices. Specifically, in order to understand the role of paraprofessionals in women‘s
life decisions, I asked women who they spoke with on a regular basis and when making
important life decisions. Similarly, paraprofessionals were asked to describe their level of
involvement in the women‘s lives and the types of discussions exchanged between them. The
following section describes the themes identified for this section.
Overarching Theme I.: Key Influences on Women’s Intentions to have Children in
the United States.
Table 4.12 illustrates the overarching theme and the related themes for this section:
Table 4.12. Overarching theme illustrating influences on women‘s intentions to have children in
the United States.
Overarching Theme
Related Themes
Women‘s Ideal Number of
―Man plans, God disposes‖
Children

The role of paraprofessionals in
women‘s lives

Types of discussions between women and
paraprofessionals

Two emergent themes address the third research question which touched on a woman‘s
social ties and the influence of paraprofessionals on Congolese refugee women‘s family planning
practices: (a) women‘s ideal number of children, and (b) the role of paraprofessionals in
women‘s reproductive decisions.
Women’s ideal number of children. “Man plans and God disposes” (Caroline, County
B). A recurring theme among the women with regards to their thoughts about having children
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can be summed up in the saying, man plans, and God disposes. This quotation was a response to
my questions about ideal number of children and whether they would like to have children in the
United States. In a limitless world, women‘s ideal number of children was either the exact
number that they have or more children.
When the women were asked why they would like to keep the number to what they
currently had, all participants responded by essentially saying that they had the number of
children deemed appropriate by God. For the participants who wanted more children, they
likewise, referred to a higher power as the ultimate determinant. For example, Proscovia (County
B) stated, ―I have four children. If I could even have ten I would but God saw fit that I have the
number I have. I am too old to have any more kids, but I wanted more…God decided‖. In the
same vein, Angie stated, ―I have ten children. I am not doing anything. I don‘t work. If having
children is what I do, it‘s my only job. I would want even 20 children, but God decides.‖
Apart from the four women who revealed that they were no longer menstruating, ten
women mentioned that they would not like to have any more children. However, they also
mentioned that although this is their preference, if God deemed it appropriate, they would have
the children.
Overarching Theme II. The role of paraprofessionals in women’s decisions
Women were asked who they talk with on a daily basis. Their social circles included their
children and other household members, co-workers, the resettlement agencies (particularly for
the women who had been in the US for less than one year), and paraprofessionals. When it
comes to making important life decisions, most women who had lived in the camps (6) and were
single mothers reported that they do not have someone to confide in. For example, Beth stated, ―I
keep to myself and only talk with God. If I need to talk to someone, like for help with my bills or
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to understand things, I go to [mentions resettlement agency in Count A].‖
For the participants who mentioned having someone to talk with when making important
life decisions, the individual(s) with whom they spoke with differed based on what they were
seeking guidance for. With regards to seeking employment and cash assistance, most participants
who were single mothers stated that they contacted their case managers: ―If I have a problem
with my job and my boss is giving me trouble and I need to find a new job or that I don‘t have
transport, I ask [mentions paraprofessional] to translate for me and I call my case manager.‖
(Nadine, County A).
Most married mentioned talking to their husbands when it came to making important life
decisions. For instance, with regards to family planning, all but one married woman only talk
with their husbands when making decisions about having children or using contraceptives. On
the contrary, single mothers relied more heavily on paraprofessionals, particularly three
paraprofessionals who originated from Africa. When asked who they talked with when they are
facing major life issues, all single mothers in county A mentioned Antoinette, the
paraprofessional from County A, while all women from County B mentioned the
paraprofessional, Laura. Both women are paraprofessionals who originally migrated to the US
from Africa and fluently speak Kiswahili, Kinyarwanda, and French.
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Figure 4.1. Diagram depicting the nature of discussions exchanged between Congolese refugee
Figure
above illustratesasthe
nature ofbydiscussions
between
women and. Women
women
and4.2
paraprofessionals,
described
women and
paraprofessionals.
Some women mentioned that they rely on paraprofessionals (both male and females) for
assistance with navigating the social service system, including renewing health insurance
benefits, applying for cash assistance, and going to doctors‘ appointment. The women also
referred to both male and female paraprofessionals for help with interpretation services, as well
as for problems with children which include school-related issues and searching for employment.
Some married women (4) and single women (5) referred to the female paraprofessionals
who originated from Africa, for assistance with trying to attain LARC contraceptives, as well as
with assistance with gynecological problems including sexually transmitted infections.
Antoinette recalled,
―These women they need education. They need cultural orientation. They have problems
and they don‘t have someone to properly educate them about family planning and
problems down there. They come to me and I do my best to help them. Sometimes
4:00AM in the morning I get phone calls. I take them to the ER or I call you [points at
me] to help me, as you know because me I don‘t know much about the family planning.
But they need it.‖ (Antoinette-PP, County A).
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Paraprofessionals mentioned that the women particularly, approached them with issues
about family violence and other marital problems including infidelity. However, women did not
mention this as a topic of discussion with paraprofessionals. In this regard, the issues of male
identity with regards to men‘s struggle to negotiate power and redefine their roles in the US
setting caused strife in marriages resulting into conflict. As a result, some paraprofessionals get
involved to serve as peace makers:
―They're [men] all dealing with a crisis of masculinity and with the Congolese culture,
not only they have big men, political big men, but also, there's this real showmanship
culture. There's a real culture of pride in family, how many kids you've had, how many
wives, potentially, you have, and being a provider, so there's a lot of pressure. Not to say
that's a bad thing, but there's just a lot of pressure on men in a way that looks very much
like 1950s U.S., and the successful man. This pressure manifests in different ways such
as aggression toward their wives and children sometimes.‖
Conclusion
As described by numerous excerpts from women‘s interviews, their lives changed as a
result of the experiences that they endured since the onset of the conflicts in The DRC which led
to their flight. The women‘s new state of being or Dasein as defined by Heidegger is impacted
by the sum of their previous experiences.
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CHAPTER FIVE: DISCUSSION AND CONCLUSION
Chapter Overview
By examining the trajectories of women‘s lives before and after fleeing the DRC, it was
expected that study findings would shed light into the multifarious influences of culture and the
socio-structural environment on a woman‘s personal beliefs and family planning practices after
she resettles in the United States. Through the use of Hermeneutic phenomenology, study
questions were aimed at getting to three key essences: (1) women‘s lived experiences as a
refugee, (2) women‘s beliefs about having children, and (3) women‘s family planning
communication with paraprofessionals.
This chapter places the study findings within the broader context of the refugee
experience. The following will be discussed: 1) a summary of key study findings and their
relationship to the existing literature, 2) incorporation of the Symbolic Interactionism theory and
how it explains components of the study findings, 3) a discussion of the key study essences
derived from the Hermeneutic phenomenological analysis will follow. Study implications and
recommendations to Public Health research, policy, and practice, will be discussed. Strengths,
limitations, and a conclusion to the chapter will follow.
Discussion on Study Demographics
Two groups were interviewed in this study: (1) Congolese refugee women and (2)
Paraprofessionals who work with them. Discussions about key demographics are provided in this
section:
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Situating study participants within the larger context of Congolese refuges in the
United States
Participant demographics aligned with the general population of Congolese refugees who
resettle in the United States. Similar to this study, the ethnic origins of Congolese refugees in the
United States is diverse and composed of groups with a history of persecution in the country,
namely the Bembe and Banyamulenge. The latter group is of Rwandan origin (Ranard, 2013)
and are referred to as Congolese Tutsis.
Language: In this study, the most commonly spoken languages included Kiswahili which
serves as a uniting language of the largely heterogeneous group, followed by Kinyarwanda; both
languages are the two most widely spoken by Congolese refugees who resettle in the United
States (Ranard, 2013). Some participants spoke Luganda (Ganda) and a few had beginner‘s
proficiency in English as a result of their protracted residence in the host country where both
languages are widely spoken (Kokole, Lyons, Ingham, & Kiwanuka, 2019). In this study, almost
all participants spoke Kiswahili. More participants who spoke Kinyarwanda and Luganda lived
in County B as compared to women in County A.
When compared to county A, the resettlement agency in County B employed an
individual who spoke Kinyarwanda, which was commonly spoken by many participants who
resettled in the community and the county. On the contrary, the resettlement agency in County A
did not formally employ a bilingual individual; they however, elicited the support of bilingual
volunteers (including some paraprofessionals in this study), whom they heavily relied on for
assistance with interpretation and to serve as cultural brokers. Language remained the greatest
concern for almost all of the women. Women explained how their inability to speak or
understand English was a deterrent in their communication with people from outside of their
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social groups. Existing studies on Congolese refugees reveals similar findings, that lack of
knowledge of the English language is an important barrier for this population (McMorrow &
Saksena, 2017; Mitchell & Ouko, 2012; Wachter et al., 2016b). It can be understood that this
limits their ability to access certain resources and thus, to expeditiously integrate into the host
country.
Education: A lack of continuity in formal education was a common issue among the
women in this study, largely as a result of the conflicts in the DRC. As participants recalled,
education was interrupted as schools were forced to close (some indefinitely) due to the conflicts
that occurred often. Educational attainment is largely low for most Congolese people as a result
of the conflicts in Congo (Dryden-Peterson, 2015; Landis et al., 2018). In addition, financial
challenges which often led to children working to meet the needs of their families, contributed to
discontinued or non-attainment of formal education. Extensive literature exists which highlights
the impact of family dynamics, poverty and politics on educational attainment in Africa (Christie
& Gordon, 1992; Harber, 2002; Shapiro & Oleko Tambashe, 2001). As indicative in this study,
more women were less likely to attain a formal education compared to their male partners. The
intersection of gender and poverty may have impacted women‘s educational outcomes. Data
from a survey of youths in Congo revealed that parents were more likely to invest in children‘s
education if they had economic resources and if the child was a male and had a favorable
relationship with the head of the household (Shapiro & Oleko Tambashe, 2001). This study
highlights the impact of household dynamics, gender, and economic stability on children‘s
educational attainment.
The influence of witchcraft on women’s educational attainment: An important finding
from this study was the perceived role of witchcraft in women‘s lives with regards to challenges
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and missed opportunities in their lives. A few women specifically mentioned witchcraft driven
by jealousy as a reason for not going further in their studies. Although witchcraft has not
previously been directly linked to educational attainment, it has been discussed as a common
issue amongst refugees living in camps in Africa (Apter, 2012; Bussien et al., 2011; Powles &
Deakin, 2012). Interestingly, this was not an emergent theme in this study, as no women
discussed perceptions of witchcraft in fertility, possibly due to the discussions about childbearing
leaned more heavily on personal histories with meaning and experiences with motherhood. This
can be an area of further exploration. However, it can be assumed that, if witchcraft is alluded to
as the common cause of various mishaps in one‘s life, it can also be viewed as a cause of
infertility.
Religion: Similar to national statistics on resettled Congolese refugees, the religious
background of participants in this study was largely Christian with Catholicism as the
predominant denomination. This was followed by 7th Day Adventists and Pentecostal Christians
(US Department of Health and Human Services (HHS), 2016). Women‘s contraceptive histories
were collected in order to understand previous use and to shed light into their current and future
use. For the women who reported never using contraceptives, 38% mentioned religious
disapproval as a reason for nonuse. Due to the fact that most of the participants were of Christian
and Muslim religious background (Table 4.2), their allusion to faith as a key influence in their
contraceptive decision-making aligned with the literature which highlights the impact of religion
on contraceptive use. Religion is a key demographic influence on family planning use,
particularly with regards contraception. Some studies have shown how certain Christian and
Muslim groups attribute religious disapproval to their nonuse of contraceptives (Arousell &
Carlbom, 2016; Bakibinga et al., 2016; Kisindja et al., 2017; Ms, 2018; Seyife et al., 2019;
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Ussher et al., 2012). In their study on family planning knowledge, beliefs, and practices in multicountry refugee camps, Tanabe and colleagues ( 2017) found that religious constraints against
the use of modern contraceptive methods were a key deterrent to contraceptive use by Muslim,
Catholic and Pentecostals in refugees living in a camp in Uganda.
Employment. With regards to employment, more than half of the participants were
unemployed. Eighty percent of the employed women worked in low-paying (mostly minimum
wage), low-skilled, manual labor jobs. Of the married women, their spouses also worked
nonskilled, manual labor jobs. Most participants worked in jobs that required them to travel far
distances (as long as 1 hour) and to work beyond a full-time schedule at a minimum wage salary.
As women reported, most of their salary went to paying for transportation. In this study,
women‘s spouses attained employment more readily than they did, which aligns with the
literature that shows that resettled refugee men are more likely to receive jobs before women.
This is largely a result of having attained a higher level of education as compared to their
spouses (McMorrow & Saksena, 2017). However, as with this study, men‘s job types were
largely the same as the women. Nonetheless, the fact that husbands acquire employment at a
faster rate than their wives poses a challenge of autonomy and hints at power dynamics with
regards to who keeps the wallet and access to healthcare services such as contraceptives.
It should be noted that some of the participants lived in the United States for less than 6
months which may have impacted employment attainment (Table 4.1). A primary role of
resettlement agencies is to secure employment for refugee families within the first few months of
arrival. However, due to some challenges including a lack of English language acquisition and
women‘s prior physical health challenges, a woman‘s employment options may be limited.
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Women’s migration histories. Almost all of the participants were born in and lived in the
DRC for as few as 5 years to as long as 53 years prior to fleeing to the second country of asylum.
Women‘s second countries were included in the top African countries of asylum for Congolese
refugees in general (Uganda, Rwanda, Tanzania, and Burundi respectively). Most women lived
in Uganda as a second country. Uganda hosts almost 75,000 Congolese refugees with over 300
people entering the country per day; this is the largest group of Congolese refugees outside of the
Republic of Congo (―Refugees ‐ Fact Sheet ( Democratic Republic of Congo ),‖ n.d.). While in
the second country, most women in this study lived in refugee camps. Most participants who
lived in the city were in Uganda. Second countries differ in their policies with regards to the
settlement of refugees in their nations. In Uganda, the Refugees Act of 2006 provided allowance
for refugees to live in the city where they are afforded the same rights as indigenous people
(Cultural Orientation Resource Center, n.d.), whereas in other countries such as Rwanda,
settlement is largely restricted to refugee camps (Ranard, 2013).
When women resettled in the United States, they were resettled in either of two counties
in central west Florida. As mentioned in the methods chapter (chapter 3), in order to maintain the
anonymity of the counties, they are identified as county A and county B. Thirteen women lived
in county A and 12 were in county B. Two key voluntary agencies provide resettlement services
for Congolese refugees in these counties; agency 1 in county A and agency 2 in county B.
Participant experiences with resettlement seemed to vary based on their residency, which led to
the assumption that, place of resettlement and what agency was responsible for their
resettlement, play an important role in the women‘s resettlement experiences. For instance,
participants who resettled in County B generally provided more positive feedback with regards
to their perceptions about life in America. Moreover, aside from language which was an issue for
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all women, their primary concerns varied. While women in County A cited having problems with
attaining affordable housing and employment as key concerns, the main issues for women in
county B included childcare and not having knowledge and access to family planning.
As discussed in the methods chapter (Chapter 3), in county B, participants lived in a
community where other Congolese refugees lived and had formed a seemingly strong social
circle as I observed. In fact, the resettlement agency in County B accepted new cases of
Congolese refugees largely based on whether there were already Congolese refugees in the area
who originated from the same ethnic group, spoke the same languages, or migrated from the
same refugee camp. This was done as a way of enhancing their social connectedness and to build
a form of community in the resettlement context.
Table 5 below provides a brief description of the two counties and the resettlement
agencies within them. While both agencies are comparable in size and in the types of services
provided to refugees, the availability of bilingual or culturally similar case workers for
Congolese refugees is a key difference between them. This may contribute greatly to the
women‘s perceptions and experiences with regards to US resettlement. The availability of
bilingual and/or case workers who share a similar background with the Congolese refugees is
important to US refugee policy as it evidently plays a key role in the successful resettlement and
integration of refugees (Fee, 2018). Moreover, while both agencies receive funding for refugee
services by the US Office of Refugee Resettlement (Fee, 2018), Agency 2 in County B receives
additional funds from external funders who support refugee resettlement when compared to
Agency 1.
The increasing global refugee crisis leads to increased structural vulnerabilities in the
already resource exhausted developing second countries of asylum (Tippens, 2017). While

140

developing countries continue to receive refugees from neighboring countries, third country
resettlement to countries like the United States is declining as a durable solution. As a result,
there is an expected challenge with limited resources that include access to healthcare. This may
result in increased infectious and communicable diseases as camps and urban areas continue to
overcrowd (Kaiser, 2005), amplified discrimination, and xenophobia which threatens their
psychological health (Stark, DeCormier Plosky, Horn, & Canavera, 2015). Ultimately,
minimized involvement in the Global Compact for migration and other multi-national measures
to address the current humanitarian crisis will lessen the likelihood of attaining sustainable
development goals on reproductive health and the health of refugee and other displaced groups in
both second countries of asylum and countries of resettlement. An objective of the sustainable
goals includes addressing the unmet need of family planning by enhancing access to all
contraceptive methods in humanitarian crises (The United Nations General Assembly, 2015).
Women’s reproductive health histories. As the third most populous country in Africa,
the average fertility rate of Congo is about 7 children per woman (Shapiro & Tambashe, 2017).
Similarly, of the 21 women who had children in this study, more than 60% had 5 or more
children. Two women adopted children who were orphaned by family members. This aligns with
the literature which shows that Congolese families are generally broad and involve members
who are not blood children or relatives (US Department of Health and Human Services (HHS),
2016). Moreover, kinship care is common in Africa, where orphaned children are often adopted
by family members. However, kinship care may cause interfamilial strife if the family
experiences financial challenges and other socioeconomic challenges, as can be the case with
resettlement (Ariyo, Mortelmans, & Wouters, 2019). Therefore, it is important to understand
the varying family dynamics of resettled Congolese refugees by being cognizant of potential

141

resettlement stressors on family dynamics.
Table 5.1. Comparison of county A and County B (and associated resettlement agencies).
Indicator
County population
Median household income
Poverty rate
Services provided (by
Resettlement Agency)

County A
Approx. 1.5 million
>$55,000
16%
Housing Assistance

County B
Approx. 1 million
>$52,000
14%
Case Management

Translation and English as a
Second Language Tutoring

Housing and Furniture
Assistance

Referrals to community services
providers

Cultural Orientation

Cultural Orientation

Referrals to community
services providers

Mentoring Services

Employment Services

Outreach for refugee services

Interpreting Services

Employment Services

Program for survivors of
torture

Immigration Services
Health Evaluations
Family Reunification
Availability of Case Managers No case manager
(Speaks Language(s) spoken
by Congolese)

1 case manager

When women were asked about whether they were currently sexually active, some
preferred not to respond. All of these women were single women; this supports previous research
which shows that Congolese refugees generally do not discuss sexuality (US Department of
Health and Human Services (HHS), 2016), particularly where women such as the single mothers,
are often blamed, shunned, and considered promiscuous (Mukwege & Nangini, 2009; Tonheim,
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2012). The United States Cultural Orientation Resources Center (2013) reports that almost 50%
of Congolese refugees who resettle in the United States, are single; about 20% are single
mothers. Similarly, in this study, of the 21 participants who had children, 19% were single
mothers. In this study, most participants and paraprofessionals mentioned that Congolese single
women who have children are often labeled as being promiscuous and a threat to other women‘s
marriages. As a result, they are isolated from the general group. This may have contributed to
why some participants did not openly discuss their current sexual status.
With regards to contraceptive use, women were more open to discuss their preferences or
knowledge about the different method types. Less than half of the women who reported being
sexually active were using LARC methods which they received while living in camps in the
second country of asylum. Most women in this study discussed having access to contraceptives
while living in refugee camps. This may largely be a result of the sustainable development goals
where efforts have been made to expand access to modern contraceptive methods through the
capacity building, increasing method options, and providing education in crisis affected areas
(Tanabe et al., 2017). However, women who lived in the city struggled to get access to
contraceptives, as they had to find money to pay for them. While women in camps may wait a
long while and sporadically get access to health resources, those who live in the city appear to
experience an equally great or even greater challenge with accessing health resources including
contraceptives.
Women‘s use of contraceptives drastically declined after resettling in the United States.
Most women who previously used contraceptives in the second country resorted to using the
calendar method of family planning as opposed to the pill or LARC methods. Discontinued use
was a result of issues with access, knowledge, and side effects. Reasons for discontinued use that
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included fear of side effects and lack of access to contraceptives are commonly reported by subSaharan African women in crisis affected areas (Ackerson & Zielinski, 2017a). Prior
experiences with side effects of modern methods of contraceptives have been linked to
contraceptive prevalence by Congolese women (Izale et al., 2014). For these reasons, I asked
participants whether they had ever experienced side effects. Women who used injections were
more likely experience side effects when compared to other methods. Similarly, literature shows
that injectable contraceptives were a reported as a leading cause of contraceptive discontinuity
(Castle & Askew, 2015). Contrarily, a study in Mozambique found that injectable contraceptives
were the preferred method of choice among users (Jacinto et al., 2016).
Paraprofessionals. Seven paraprofessionals were interviewed in this study. Similar to
participants in this study, voluntary health workers in resettled refugee communities include
individuals from difference sectors , community volunteers from ethnic groups similar to
refugees, as well as individuals from within the refugee community who serve as gatekeepers
(Ivry, 1992; Shaw, 2014). Most paraprofessionals were bilingual and were fluent in at least one
language spoken by the Congolese refugees.
Reproductive health histories of paraprofessionals. In this study, paraprofessionals who
originated from Congo or neighboring countries (Rwanda and Burundi) had family sizes similar
to the Congolese refugee population. Compared to the refugee women however, all
paraprofessionals reported ever using contraceptives. However, African female paraprofessionals
experienced side effects with some contraceptives, and discontinued use. This study sought to
understand how family size and contraceptive history may impact the perceptions of
paraprofessionals about family planning, which would influence the types of conversations that
they may have with the women. It was assumed that such conversations that include whether to
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have more children, use contraceptives, side effects, ideal method types, and where to receive
contraceptives, may differ based on the paraprofessional‘s personal experiences and beliefs.
Research has shown that volunteers or cultural brokers who share the same indicators with
people in the communities in which they serve such as migrant status, language and cultural
background, are more effective in increasing health promotion (Ivry, 1992; Musser-granski,
1997; Owen & English, 2005; Shaw, 2014).
In addition to understanding their family planning histories, the paraprofessionals‘
beliefs about having children were explored; these beliefs were triangulated with the histories
and description of the nature of discussions they had with the women. All paraprofessionals who
originated from Africa believed that a child is a blessing, a gift from God, or a symbol of good
fortune for the family. Alternatively, while some American paraprofessionals believed that a
child was a blessing, all defined a child as a responsibility, and that family needed to be
financially stable to have children. Triangulation of these responses revealed that, although all
paraprofessionals had a personal history of contraceptive use, their beliefs about having children
varied. Paraprofessionals of African origin strongly believed in having many children, compared
to their American counterparts. However, all paraprofessionals appeared to be generally
knowledgeable and understanding of the culturally-inspired beliefs of Congolese refugee women
with regards to having children (i.e. understanding the value that Congolese place on having
children). Therefore, while they may personally have differing perceptions about how many
children to have, their knowledge and sensitivity to the needs of the women is a significant
benefit with regards to the guidance that they provide to the women who approach them on these
topics.
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Discussion on Core Study Themes
In the following section, I discuss key findings from the study. Key themes which
provide more insight into the study questions are highlighted and aligned to the existing
literature. Implications for policy, practice, and research are embedded within some thematic
discussions.
Section One: The Pre-Resettlement and Post-Resettlement Experiences of Recently
Resettled Congolese Refugee Women
Women’s Lives in Congo: normalcy meets turbulence. Research question 1 explored
women‘s pre-resettlement and post-resettlement experiences. In Congo, most women lived
normal lives prior the onset of the conflict; some recalled having jobs and being self-sufficient
and in control of their households. Due to the harsh realities of the conflicts in the country, some
women were not comfortable discussing their lives in The Congo. In fact, some women
vehemently dismissed the discussion of the country altogether. In Congo, rape and other forms of
violence against women is a common reality during conflict (Baaz & Stern, 2013; Guy, 2014;
Mukwege & Nangini, 2009). As a result of the abrupt nature of their flight from Congo, many
women who experience or witness these atrocities often do not get the opportunity to address
these issues which often impact their physical and psychological health. When the women are
able to escape and find asylum in a second country, learning to assimilate in the new country is a
shocking process which further compounds their often-untreated trauma. This renders it difficult
to construct a new life and integrate successfully in the host nation. They are quickly forced to
pick up the pieces, move forward in a new strange land. Moreover, the need to find ways to
sustain and meet the needs of their children and families are made more urgent than their own
personal needs.
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Second Country Experiences: in limbo for decades. Camp life: Congolese refugees live
in protracted camp conditions in the second country of asylum as they wait for durable solutions
(Li, Liddell, & Nickerson, 2016; UNHCR, 2017). As with two participants in this study who
were repatriated and later re-established as refugees in second countries, the ongoing conflicts in
the The DRC makes repatriation an almost impossible option. As a result, more Congolese
remain in over-filled refugee camps in neighboring countries where they live in limbo as they
await for either in-country settlement (local integration), or resettlement in a third country. As
shown in this study, life in the camps is characterized by a loss of agency as refugees are largely
dependent on either the host country or humanitarian agencies for survival. Women, who
previously worked outside of the house and held important positions while in The DRC, felt
hopeless and out of personal control while living in the second city; this was particularly
exacerbated in the camps. Women who were used to getting up to look and work for food and
resources for the household were often forced to wait for these resources to be rationed to them.
Most women who were mothers expressed feeling a sense of helplessness with regards to
taking care of their children. Existing literature shows similar findings among women who lived
in refugee camps for protracted periods. A study conducted in two refugee camps in south Sudan
revealed that women felt helpless and at the mercy of others for the support of their children
(Gee, Vargas, & Foster, 2018). This was particularly challenging for single mothers. Such
feelings of powerlessness contribute to women‘s vulnerability to sexual and gender based
violence and to high risk sexual behavior (e.g. prostitution) as they struggle to survive and take
care of their families ( Pavlish, 2005; Samari, 2017).
Healthcare was available to refugees in the camps; however, the quality and efficiency of
services varied. Some women reported waiting for long periods of time to receive healthcare for
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themselves or their children when sick. In refugee camps, free healthcare is available; however,
the large number of people in need of such services renders it difficult to provide efficient care.
With regards to family planning, all women who lived in the camps discussed learning about
contraceptives, although the depth of discussions and knowledge varied. Some women
mentioned that condoms were readily available. All women in the study who were using LARC
methods received them while living in the camps, indicating the availability of contraceptive
method options in the camps. However, it should be noted that these women came from the same
country. Because camp experiences and resources vary based on country and camps within the
same country, it cannot be generalized that contraceptives are available in all camps.
City Life: Although they encountered struggles of their own while living in urban areas,
women who lived in the city preferred living in the city over camp life, which they essentially
described as a place where one waits to die. However, their lives in the city were not necessarily
easy; Refugees who live in cities encounter unique challenges such as discrimination by host
country residents (Colletta & Cullen, 2000). A qualitative study of Sudanese refugees living in
Cairo, Egypt showed the impact of social and economic exclusion on their lives (Grabska, 2006).
Being marginalized limits their opportunities to become self-sufficient and to successfully
integrate within the local community.
From the women‘s perspectives, humanitarian agencies are more likely to provide
assistance to refugees who register with camps. Single mothers discussed the struggles they
experienced as they tried to secure resources such as medication and tuition for their children.
However, regardless of their struggles, women were not willing to move to camps as they
thought camp life was harder. Moreover, women who lived in the city had a greater sense of
autonomy and the ability to seek and find jobs. Studies show that refugees who live in the city
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are more likely to have a better quality of life as compared to their counterparts who live in
camps. Responses from a quality of life scale (WHOQOL-BREF) which compared wellbeing
between urban and camp-based refugees in southern and east Africa found that urban refugees
were more likely to report being healthy compared to their counterparts in camps (Crea, Calvo,
& Loughry, 2014). It can assumed that this also transcends to the resettlement context. From my
observations, and women‘s stories, participants who lived in the city appeared to be more
resourceful and aggressive with regards to seeking assistance in the resettlement setting. As this
study indicates, this could be as a result of increased sense of personal agency and ability to find
jobs. Future research which studies the differences between Congolese refugees from the city
and those who lived in the camps would be helpful with informing agencies about how to better
assist them based on their differing backgrounds in the second country. Moreover, this study
recommends tapping into the strengths that urban refugee women acquired as a result of their
lives in the city (e.g. how to navigate complex social systems, etc.), to assist with promoting
successful integration for their counterparts who lived in camps.
New Beginnings: the promising yet convoluted American dream. Expectations about
life in America: After living in second countries of asylum for protracted periods, women who
received confirmation that they were going to be resettled to the United States had high
expectations. Participants expected that their lives would be changed for the better, with
improved quality of life, less fear of persecution, better paying and stable jobs, housing and
access to quality, affordable healthcare. These pre-migratory expectations about life in America
were similar to refugees and other immigrants who come to the United States (Cline, 2013;
Bletscher, 2016; Davies, 2015; Jatau, 2011; Twagiramungu, 2013; Valenta, 2008; Buckingham
& Suarez-Pedraza, 2019; Murphy & Mahalingam, 2006).
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All women reported receiving some form of orientation about life in America, although
the nature of discussions varied by where they women lived. For instance, women in Uganda
mentioned learning about how life in the America was ―hard work‖ and expectations and laws
about childcare. However, women from other second countries did not mention such discussions
occurring during their cultural orientation. Reasons for inconsistency in discussions during
cultural orientation may have been influenced by women‘s recollection, as those who provided
detailed descriptions had more recently arrived (less than 6 months). Moreover, women who
spoke in Luganda were more likely to freely discuss their experiences during cultural orientation,
compared to women who were interviewed with the aid of a translator. This indicates that
language may have been a barrier with regards to open communication. Nonetheless, future
research which explores differences in cultural orientation and communication about life in
America would be beneficial in providing insight into areas for improvement and better
preparation for the integration of Congolese refugees in the United States.
The reality of life in America: Women‘s experiences in America varied. The overarching
theme of the promising yet convoluted American dream was selected because women‘s
descriptions about life in America were characterized by hope and gratitude about certain areas
of their lives, along with confusion and frustration about how to navigate their new home.
Similar to the existing literature on refugees who resettle in western countries, Congolese refugee
women in this study expressed gratitude about being in America and the opportunities with
which they were afforded (Gangamma, 2018; McMorrow & Saksena, 2017; Mitchell & Ouko,
2012). This was particularly discussed among the more recently arrived women. Women
expressed being grateful for their safety and the opportunity to make a better life for themselves
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and their families. They were also excited about attaining independent housing and that their
children were able to go to school at no cost.
Regardless of women‘s duration in the country, they described experiencing a great sense
of confusion and frustration as they tried to unite their expectations about life in America with
the reality of it. As previously mentioned, women‘s greatest concerns in America varied by
county of resettlement. Most women discussed experiencing financial issues after resettling in
the United States. Although women who were still receiving housing and cash assistance did not
mention rent as a primary concern, they expressed concerns about how to pay for the rent in the
houses in which they were moved into once the assistance seized. Similarly, most women whose
services were discontinued lived in houses which they could not afford and expressed a desire to
acquire more affordable housing.
Perceptions about greatest needs in the resettlement setting were largely similar between
women and paraprofessionals. However, paraprofessionals mentioned the need for sexual health
education as an important and growing concern in the community. Other studies have reported
the need for sexual health education for resettled refugees (Mengesha et al., 2017b; Metusela et
al., 2017). Similar findings were reported in a study that examined sexual and reproductive
health knowledge of migrant and refugee women living in two cities in Australia and Canada.
Findings showed that refugees and migrants were less likely to discuss sex and reproductive
health issues, did not have knowledge or history with testing for sexually transmitted disease,
and did not prioritize their sexual health care (Metusela et al., 2017). Likewise, Mengesha et al.
(2017) report that resettled refugee women‘s engagement in sexual and reproductive healthcare
such as condom use, testing for sexually transmitted illnesses, and preventative screening for
cervical cancer, was impacted by prior knowledge and perceived priorities. In line with their
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findings, in this study, women did not prioritize their sexual and reproductive health as an
important need, even though it was highlighted by the paraprofessionals.
The Emergent theme of losing health benefits. When women were asked what their
greatest concerns were, some feared losing healthcare insurance to support child delivery. This
was an emergent theme in County B. Some women reported being informed during cultural
orientation that child delivery is very costly and that it is covered through insurance only through
the first year of living in the United States. In addition, some women mentioned learning about
similar information from other refugee women who had recently resettled in the U.S. I followed
up with participants in County A to determine whether childbearing was discussed during
cultural orientation, and what aspects. While two women mentioned learning about losing health
benefits to assist with child delivery, it is worth noting as a point of how information is shared,
which may influence women‘s family planning practices with regards to timing of pregnancies.
Section Two: Beliefs about Childbearing and Childrearing amongst Resettled
Congolese Refugee Women
Women’s perceptions of ideal family size. Women were asked to share their ideal family
size and number of children. Most women wanted many children or ―however many God
decides‖. Although these women desired many children, they realistically acknowledged the
challenge of having children in the United States, where they did not have assistance with taking
care of children and could not afford daycare costs which they described as being too high.
However, in the United States, women, particularly single mothers who no longer received
services from resettlement agencies, had to consider ways of paying for childcare with the low
salaries they receive. Consequently, they are faced with negotiating the feasibility of raising
children in the American context with the desire to bear additional children. Watcher and
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colleagues report similar findings in their study of Congolese refugee women who resettled in
the United States. As with this study, results from their in-depth interviews and focus groups
with Congolese refugee women show that they could no longer draw from their social networks
which previously included family members and neighbors, to assist with childcare. As a result,
women expressed fear of death, due to fear of lacking a caretaker for their children (Wachter et
al., 2016b). Another study on the childcare choices of low-income immigrant families with
young children shows that migrant families are more likely to live with members of the broader
family who assist with childcare in the exchange of housing or other resources other than money.
Families who lack this support, such as refugees who come without family members, or those
who are not able to benefit from the family reunification program, are more likely to struggle
with securing support with childcare, given the costs of formal institutions (Sandstrom, 2017).
As a result, and as has been reported in studies with low-income immigrant families (Hafford,
2010), they are forced to terminate employment in order to care for their children.
Participants reported that in United States, both younger and older children have the
opportunity to attend school and work, thus rendering it more difficult for parents to secure
childcare, as most families recruit the help of older siblings in taking care of their younger
children. Similar findings in Ethnographic studies show that immigrant families rely on
adolescent and older children to assist with childcare (Ayón, 2011; Hafford, 2010; Wikle,
Jensen, & Hoagland, 2018). However, some studies show that children do not completely lose
traditional family values including role expectations. In their study on the attitudes toward family
obligations among American adolescents from Asia, Latin America and European background,
Fuligini and colleagues (1999) found that immigrant children were more likely to keep family
values of their parents. Nonetheless, from this group, it can be assumed that the influence of
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changing roles for older children as helpers with both childcare and finances may eventually
influence women‘s thoughts about having additional children.
Symbolic Interactionism and women’s beliefs about children. Women‘s beliefs about
having children were explored in order to understand the potential motivating factors to their
family planning decisions in the resettlement context. Symbolic Interactionism (SI) theory has
previously been used to examine how women‘s social environments impact the way in which
they construct meanings about having children and their consequent use of contraceptives
(Benzies et al., 2006). Likewise, the author used concepts from SI to explain how the symbols in
a Congolese refugee woman‘s life influence how she interprets the meanings about having
children. Figure 5.1 below, attempts to describe woman‘s beliefs about having children through
the application of SI concepts as deductively and inductively identified in the study findings.
Symbolic Interactionism attempts to understand an individual‘s negotiations between the
self and the social. Symbolic Interactionists assert that an individual‘s gauges what the social
consequences of behavior is, before engaging in it (Erlbaum et al., 2009). This emphasizes the
role of society and culture on one‘s behavior. For this study, I examined women‘s behaviors with
regards to family planning use in the resettlement setting, by considering their responses to
socio-cultural influences. From study findings, cultural schemas were developed which describe
the multi-dimensional aspects of a refugee woman‘s culture; these included the concepts of the
generalized others (both in the country of origin and in the United States), as well as the
particular others, in the same national contexts.
The meaning of a child: Culturally inspired beliefs about a child included the view that a
child is a sign of continuity for the culture and nation, as well as a form of protection against
external enemies. This was a common theme amongst both Congolese refugee women and the
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paraprofessionals who were knowledgeable of and associated with the culture. Other beliefs of
the generalized other in both Congo and the second country of asylum were that a child is a gift
from God and an investment for families. Existent literature highlights the perceived influence of
a higher being on fertility in various African cultures; Children are often viewed as a reward for
one‘s good behavior and as a gift from God (Caldwell & Caldwell, 1987; Naidu, 2014; Westoff
& Bietsch, 2015).
Cultural /Societal Schemas
(meaning of a child)
Generalized Others (Africa)
 Investment for
future/wealth
 Blessing/gift from
God
 Protection
Generalized Others (USA)
 Responsibility
 Expensive
Particular Others (Africa &
USA)
 Investment for
future/wealth
 Blessing/gift from
God

Meaning (personal
interpretation)
In Africa
 Blessing/Gift
 Helper
 Restitution for lost family
In USA
 Gift
 Expensive
 Restitution for lost family
Naming/Labeling (personal
interpretation of refugee status)
Self a refugee
 ―it is what it is‖
 ―it means people help you‖
Self as refugee and mother
 Struggle to secure children‘s
livelihoods

Having
Children during
Resettlement

Roles (personal interpretation)
 To have children
 Manage the household
 Children‘s roles

Figure 5.1. Inductive Conceptual Framework using concepts from Symbolic Interactionism to
describe women’s beliefs about having children. Adapted from Hutter et al (2006), Ajzen and
Fishbein (1980) and Ajzen (1991) as sited by Hennink et al., 2011
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The more children one had, the more likely it was for the parents to have a more
financially and physically secure future, as children were expected to take care of them in their
older age. This view of children as wealth or an investment for the future is common amongst
most African families (Caldwell, 2009; Ackerson & Zielinski, 2017b; Gee, Vargas, & Foster,
2019). Interpretations on the purpose of children are the same between the generalized and
particular others, thus illustrating the strong influence of society on an individual‘s decisions
with regards to having children.
The socialization of refugees with indigenous host county individuals and social systems
influence and sometimes alter, their behaviors (Duran, 2017; Hurly, 2019; Morrice, 2007; Marko
Valenta, 2010). For these reasons, I asked participants to describe their views on American
perceptions about children. This was done to gain insight into how host country perceptions may
potentially influence their family planning practices after resettlement. Women‘s perceptions
about how the American generalized others view children included the belief that children
represent responsibility and are expensive to take care of. These views provide a differing
perspective to their personal and culturally-inspired beliefs of a child as an economic and social
asset. The woman is then faced with the need to reconcile both beliefs. Similar findings were
reported in a study with resettled Sudanese refugee women, which illustrated their challenges
with negotiating the meanings and practices of motherhood learned through kinship and social
networks in their country of origin, with those of host country (Pangas et al., 2019).
The intersectionality of motherhood and refugee status: Under the schema of the
generalized other, women were asked what the indigenous people in the second country and in
the US (i.e. providers, paraprofessionals, host country natives) think about refugees. This was
done in order to explore how they interpreted and internalized the behaviors and interaction with
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the generalized others. I expected that women who thought that others viewed them negatively as
refugees would affect how they perceived themselves. However, while most women did not like
the name or label attached to being a refugee, they did not identify with the label. Contrarily, the
women met the term with a resignation (it is what it is), or with the perception that being a
refugee meant that one receives social services, which would make her and her family‘s life
easier. In a similar vein, literature on refugee perceptions and construction of identity shows that
identity formation is influenced by place, where one‘s self-identification as a refugee is
determined by the reception and support rendered by the host country (Griffiths, 2001; Holt,
2007).
Women found it exceptionally difficult being a refugee and a mother. A refugee mother
struggled for survival, to protect and secure her children‘s livelihoods while also dealing with the
post-conflict stressors. Similar findings are reflected in research on refugee women living in
camps (Gee, Vargas, & Foster, 2018; Furuta & Mori, 2008) and in the resettlement context
(Pangas et al., 2019; Aisling, Nel, & Nolte, 2016). Aisling and colleagues (2016) interviewed
refugee women to explore their conceptualizations about motherhood in the resettlement context.
Findings revealed that while women had great resolve to remain resilient, they often struggled
with feeling helpless and expressed feeling defeated in their ability to take adequate care of their
children. Description of care ranged from financially providing for them, to protecting them from
discrimination. While that latter was not explicitly stated in this study, some women expressed
feeling discriminated against in both the second country and in the resettlement setting. Thus, it
is expected that they also experienced feelings of helplessness with regards to protecting their
children from discrimination in schools and the broader social system.
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Women’s perceived roles: The concept of role emerged as women were asked to describe
how women are viewed in their country of origin and the second country. Participants stated that
a woman is not fully a woman until she has children and is married. Specifically, a child defines
one as a woman and a homemaker. These findings are consistent with similar studies with
similar studies with refugees concerning women‘s perceived roles (Wachter et al., 2018;
Arousell & Carlbom, 2016; Caldwell, 2009). A study exploring the influence of society on
Somali refugee women‘s maternal health in a Kenyan refugee camp, showed that women from
this group equated being an honorable woman and member of society, with the number of
children she had (Gee et al., 2019). Thus, the expectation is that the woman should solidify her
place in society by bearing children, as she is then viewed as a significant contributor to the
clan‘s survival.
Conceptualizations about the role of a child in the family: As reported by both women
and paraprofessionals, key resettlement concerns included the issue of parents feeling a sense of
diminishing control over their children. Through socialization at school, jobs, etc., children
normally acculturate in the American system at a faster rate than the parents (Pine & Drachman,
2005). As exposure to the new host country environment and culture continues,
conceptualizations about one‘s role in the family begin to take effect in resettled refugee
populations (Lewig, Arney, & Salveron, 2010; Puig, 2002). Comparable findings with resettled
Afghan refugees report the burden refugee women experience as they attempt to minimize
cultural conflict that emerges between them. Husbands and spouses often clashed due to
expectations of a child‘s role and behavior such as dressing style and respectability, and the
child‘s behavior as influenced by peers in the host country (Lipson & Miller, 1994). Similarly,
Atem and Marlow (2013) report that Sudanese refugee families in New Zealand struggled with
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maintaining pre-defined family roles that include communication between members of a family,
expectations about children‘s roles.
Symbolic Interactionism demonstrates the collective contribution of society, a woman‘s
perceptions as a refugee and a mother, as well as how she defines her roles in the social system,
to her beliefs about having children. However, these factors did not directly show intention to
practice family planning. To address this, women were asked whether they were willing to use
contraceptives either at the time of the interview or in the future. While they were cognizant of
the social structural influences of child care costs, their current employment statuses and changes
in family dynamics (i.e. role of older children), most women responded that it all depended on
how many children God wanted to give them. The reference to a supernatural being as a
significant determinant of the various aspects of one‘s life and fertility is a common ideology
among refugees, and Africans in general (Arousell & Carlbom, 2016; A. S. Davidson et al.,
2017; Westoff & Bietsch, 2015). However, there are some studies as by Furuta and Mori (2018)
which revealed that religion did not substantially influence family planning practices amongst
women refugees in Eastern Sudan. Even so, the influence on religion on this population cannot
be overlooked. The theme, man plans, and God disposes was selected because it was a recurring
thought amongst the women with regards to various aspects of the trajectory of their lives in
flight. This was particularly with regards to family planning intentions. While women generally
expressed the need to learn about family planning, particularly with regards to access (from
where to obtain them), method selection (how to choose the best method), and side effects, their
intention to use was largely influenced by culture and religion. .
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Section Three: The Role of Paraprofessionals in Recently Resettled Congolese
Refugee Women’s Family Planning Beliefs and Practices
For the women who discussed their lives in The DRC, their social circles included
nuclear and extended family members, friends and colleagues, as well as the church. When the
women moved to the second country of asylum, their social circles declined, with most
expressing a mistrust of others. Mistrust of others, as discussed with the discussion on witchcraft
and educational attainment, stems from various areas including fear of jealousy, attachment
issues associated with the trauma they experienced while The DRC, and generally no longer
having family members and other close friends around. However, a few women established
friendships while living in the second country. Key sources of friendship were derived from
church affiliations. As aforementioned, an emergent theme in this study was the influence of
church in women‘s lives even after resettling in the United States.
Most married women mentioned their spouses as the key person with whom they
discussed family planning. Men‘s influence on uptake and continuity in family planning use is
reported in the literature. In a focus group discussion with couples in The DRC, women stressed
the importance of men‘s approval in their decisions to use contraceptives. A woman was more
likely to use contraceptives if her husband approved, and to stick with it if he did not have
problems with the method of choice (Warren, Alvarez, Makambo, Johnson-Agbakwu, & Glass,
2017). However, men‘s knowledge about contraceptives is largely derived from cultural beliefs
or peers and others outside of the healthcare system compared to females who are more likely to
consult with providers in addition to their peers (Howard et al., 2008). This alludes to knowledge
and the nature of family planning discussions amongst men and their peers, and the resultant
influence on attitudes and decisions about fertility.
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Paraprofessionals were a source of instrumental and informational support for single
women, in contrast to married women. After resettling to the United States, women in both
counties relied heavily on the female paraprofessionals when they needed guidance with
navigating the system. Assistance included understanding bills, translating and providing
transportation to doctors‘ appointments, as well as with regards to bridging the gap between
themselves and resettlement agencies. In addition, research on the role of paraprofessionals in
refugee resettlement supports the study findings (Balaam, Kingdon, Thomson, Finlayson, &
Downe, 2016; Elliott & Yusuf, 2014; Ivry, 1992; Owen & English, 2005; Shaw, 2014). In a
study with resettled Somali refugees in New Zealand, Elliot and Yusuf (2014), paraprofessionals
were crucial in cultural orientation of newly arrived refugees as well as with linking them with
governmental and nongovernmental social services. Likewise, paraprofessionals were
instrumental in promoting positive maternal outcomes of resettled refugee women in the United
Kingdom (Balaam et al., 2016).
Women‘s discussions about reproductive health particularly with family planning,
deferred by whether the paraprofessionals were of Africa origin, and by the sex of the
paraprofessional. Likewise, literature shows that paraprofessionals who share a common cultural
or language background were instrumental in bridging gaps between refugees and resettlement
nationals and with their ultimate integration (Balaam et al., 2016; Elliott & Yusuf, 2014; Owen
& English, 2005). In this study, two African female paraprofessionals were specifically heavily
approached by mostly single women with regards to family planning and contraceptive use.
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Discussion on Key Study Phenomenological Essences
The Essence of a Resettled Congolese Woman’s Lived Experiences as a Refugee
Congolese refugee women are a resilient group who, despite witnessing and experiencing
atrocious human rights violations, some that were inflicted against them, continue to seek for a
way to prosper. The trajectory of women‘s lives changed from normalcy where they were selfsufficient and surrounded by strong kin ties, to abruptly being forced to recreate their lives in a
second country. While in the second country, their lives were characterized by years of
uncertainty and a lack of personal agency. Yet, after resettling to the United States, they were
expected to revert back to being economically self-sufficient in a pre-determined timeframe,
while learning a new language, culture and social system. Thus, the essence of a Congolese
woman‘s lived experience lies in her resilience as she struggles to reconstruct her life in the
constantly changing social and structural environment in which she finds herself.
The Essence of a Resettled Congolese Refugee Woman’s Beliefs about Childbearing
Culture plays a pivotal role in a Congolese refugee woman‘s life. Symbolic
Interactionism guides in explaining how women internalize the symbols they receive through
culture and the physical environment; consequently, these symbols influence their behaviors.
When thinking about having children, women‘s perceptions are inspired by culture and religion
with regards to the meaning of a child. In addition, structural factors which include knowledge
about the US healthcare system and how to navigate and access reproductive health resources
may contribute to her family planning behaviors. Furthermore, a Congolese refugee woman‘s
interpretation of how the generalized and particular others define a child, coupled with the way
she internalizes being a refugee and mother in a foreign land, collectively play a role in her
family planning beliefs. However, the essence of how a woman plans her family lies in the belief
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that, while she may desire to use contraceptives, a higher power, (referred to as God), in the end
decides how many children she will have. Hence, the essence of a Congolese refugee woman‘s
beliefs about family planning is that man plans, but God ultimately decides.
In order to develop sustainable public health interventions, it is imperative to understand
how this group defines family planning. Findings reveal that Congolese refugee women in this
study defined family planning differently from the western interpretation of the concept. For
instance, women‘s decisions to have children within the first year of resettling in the United
States can be viewed as a form of family planning, as they thought about whether they would
have economic resources available to them (i.e. delivery costs). The question then changes from,
―how do we keep Congolese refugee women (who have big families) from having too many
children?‖ to ―what are a resettled The Congolese refugee woman‘s beliefs about children, and
what knowledge and resources does she need in order to make informed decisions about having
children? Moreover, as with this group, it is crucial not to underscore the influence of religion on
Congolese refugee women‘s health. Thus, service providers should be sensitive to the unique
needs of Congolese refugees, while taking careful attention to refrain from homogenizing them.
As study finding have revealed, Congolese refugees originate from varying ethnic and social
groups, and camp and city conditions which collectively influence their individual behaviors
after resettlement. Hence, it is prudent to refrain from using a one-size fits all approach when
working with this group. Family planning or contraceptive use should be approached in a
culturally relevant manner, while taking into consideration woman‘s personal history and how
she defines family planning.
In this study, women‘s views about what a child represents to them did not vary
irrespective of background and resettlement history. However, their experiences with older
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children and with factors that include childcare costs and issues with employment may
potentially influence their family planning practices in the future. This is an area of future
research. Irrespective of this emergent phenomenon, it is important to understand the value that
Congolese refugee women place on having children. It is also imperative to consider the
trajectories of their experiences from The DRC to life in the United States. Exploring these
factors provides a more complete picture of influencing factors to contraceptive ambivalence or
conflicting thoughts about using contraceptives, and the decision to start, discontinue, or persist
with using contraceptives and other forms of family planning. By understanding these factors,
refugee service providers will be better informed with regards to developing contextually
relevant policies and interventions for this group.
The Essence of a Resettled Congolese Refugee Woman’s Communication with
Paraprofessionals
Paraprofessionals are a critical component of Congolese refugee women‘s integration
into American society and are able to expand women‘s knowledge and serve as cultural brokers
with regards to communication and education about reproductive health and family planning in
general. Moreover, they are a crucial component of instrumental and informational social support
for single mothers who are often socially disconnected from the general Congolese refugee
population.
This study shows the important role that paraprofessionals play in resettled Congolese
refugee women‘s lives. Given the changing political atmosphere with regards to refugee policies
and the ensuing impact on resettlement agencies, it is crucial to elicit the help of
paraprofessionals to meet the unique reproductive health and general resettlement needs of
Congolese refugees.
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Study Strengths and Limitations
Strengths: A key strength of this study lies in the phenomenological elicitation of
women‘s views about their lived experiences as refugees and with regards to having children in
the resettlement context. The study methodology allowed for women‘s voices to be at the
forefront from the beginning of the study throughout. Additionally, a key study strength lied in
the use of paraprofessionals to triangulate women‘s accounts and vice versa. This allowed for
confirmability and a more holistic insight into the essence of women‘s experiences.
The Symbolic Interactionism theory utilized in this study provided meaningful insight
into how a Congolese refugee woman makes meaning of the external symbols and influences and
how these meanings translate into her family planning behaviors. In order to promote healthy
reproductive health behaviors amongst Congolese refugees and similar groups, it is important to
first understand what drives their beliefs, particularly with regards to what is culturally
acceptable, and what the woman herself believes; no one size fits all in this heterogeneous group.
This highlights the strength of this dissertation in obtaining input from women themselves about
their lived experiences.
Limitations. The inclusion of men in studies on pregnancy intendedness and
contraceptive use amongst refugee populations is important in predicting behavioral modification
and contraceptive continuity. Thus, a key limitation for this study lies in the exclusion of
perspectives from male counterparts. Future research which looks at the lived resettlement
experiences and beliefs about children n, in Congolese refugee women and men, would provide a
more complete picture.
As a micro-level theory, Symbolic Interactionism focuses on explaining individual
determinants of behavior which often leads to an exclusion of the more external contributors that
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include external perspectives and other variables that include socioeconomic constraints and
class. Similarly, while I touched on women‘s pre-resettlement and post-resettlement experiences
and their perceived potential structural barriers that may have impacted their health beliefs and
behaviors, this study did not delve deeper into external factors such as healthcare providers and
provider perspectives, cost, insurance, and interactions and how these may have influenced
women‘s family planning uptake. Rather, this study focused on women‘s perspectives of their
lived experiences in the different contexts. Moreover, because I employed the phenomenological
method, a lot of focus was placed on women‘s stories with minimal interruptions. Therefore,
although I probed about women‘s experiences, discussions about the aforementioned external
factors were not expounded upon, as I attempted to stay true to women‘s voices, by ensuring
providing the space for them to lead the conversation in the direction they desired with regards to
their lived experiences. For these reasons, I included text about my observations in the
community; however, future research is needed which will expound upon these factors.
Because qualitative studies often approach research through interpretivism or etic
(viewing an issue through the lens of the participant) perspectives, findings are often restricted to
the particular individuals or groups studied and are thus, unrepresentative of a larger population
(Hennink et al., 2011). A notable weakness of this study design lies in its subjective nature.
Because the aim of this study was to understand women‘s perspectives and to obtain insight
based on personal experiences, this study, as all qualitative research studies, cannot be
generalizable (Hennink, Hutter & Bailey, 2011). However, this study‘s aim was to shed light and
inform practice for a specific group of Congolese refugee women, by gaining insight into their
lived experiences. While some aspects of the refugee experience may be transferable to
Congolese and other refugee groups (i.e. life experiences in the second country, resettlement
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challenges, etc.) this study did not seek to generalize findings to the general heterogeneous
resettled refugee population in the United States.
Specific limitations of the research design include challenges with analysis which include
reliability and validity (―Phenomenology Methods & Data Collection,‖ n.d.). To address this, I
elicited the help of a second reader to review transcripts for accuracy in translation. Respondent
bias was another limitation, due to the use of a known translator in providing translation services.
To mitigate this, the translator was trained in research ethics and participants were repeatedly
informed about the confidential nature of the study, and participant‘s options to discontinue
participation at any point in the study.
On my end as the researcher, limitations of conducting phenomenological studies
included the challenge of addressing the research through a non-judgmental lens where
prejudices and pre-conceptions about the phenomena or the participant being studied have not
been accounted for, and controlled (―Phenomenology Methods & Data Collection,‖ n.d.). To
alleviate this, I employed bracketing throughout the research process (as described in the
methods chapter).In addition, owing to the fact that phenomenological research primarily relies
on the participant‘s account, there is a potential issue (particularly in vulnerable and understudied groups) of representation with regards to ensuring that they are able to comprehend and
articulate themselves (―Phenomenology Methods & Data Collection,‖ n.d.). To address this, I
enlisted the help of a trusted paraprofessional to assist with translating and to inform me if the
participants were no longer interested at any phase of the interview. Moreover, I practiced
member-checking after each interview by confirming with participants that their stories were
accurately captured.
Recall Bias. This study relied on the retrospective recollection of women‘s past lived
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experiences. As a result, content validity with regards to participant recall bias was a potential
limitation in this study (Brod, Tesler, & Christensen, 2009). Participants‘ recollection of
experiences in the countries of origin may have been incomplete or inaccurate due to memory
decay as a result of length of time since they left The Congo. In addition, recall judgement may
have been impacted by emotions elicitated or potential re-traumatization that may have occurred
as participants recounted past experiences.
Study Sample. Study participants were recently resettled Congolese refugee women.
Some women were still receiving services from resettlement agencies. Therefore, their
experiences and perceptions about life in America may have differed from women who had lived
in the country longer. However, the strength of this study lies in the examination of recently
arrive women‘s experiencing, to create a benchmark and early interventions with regards to
policy and practice with regards to resettlement challenges of this group, as well as with future
research which will examine women‘s lives and family planning beliefs after living in the
country for a longer period.
Trust. Another potential challenge with conducting the proposed research method and
techniques is trust. When conducting research with vulnerable groups such as refugees, and
particularly women from these groups, it is imperative that the researcher establishes rapport
(Hugman, Bartolomei, & Pittaway, 2011). By nature of their backgrounds as refugees, their
human agency is threatened (Hugman et al., 2011); some have historically endured negative
experiences with research (Dyregrov, Dyregrov, & Raundalen, 2000; Pittaway, Bartolomei, &
Hugman, 2010). Therefore, research that particularly involves collecting personal
information/stories requires the researcher to spend time establishing trust with the group prior to
and during the research process (Hugman et al., 2011). Trust was established through prolonged
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engagement with the community from which the participants come, as well as by including the
participants in the research process; for example, through member-checking and providing
feedback to them about study progress (Hugman et al., 2011; Said, 2016). Additionally, and as
previously discussed in the ethics section of this document, continuously informing the
participants about the study purpose and the voluntary nature of the study were important ways
of maintaining trust with the participants (Hugman et al., 2011; Said, 2016) .
Language. Because the proposed research seeks to interview resettled refugees, the issue
of language comes into play. Although previous research with similar populations has
documented the use of translators (Kabagenyi et al., 2014; Sanghera & Thapar-björkert, 2008),
there is a limitation on the depth of information shared and how responses will be translated. To
mitigate this, assessing the interpreter for language proficiency, and member-checking were
employed (Hugman et al., 2011; Lub, 2015; Mack et al., 2011; O‘Brien, Harris, Beckman, Reed,
& Cook, 2014). Additionally, while a translator was available during the in-depth interviews, my
limited ability to speak one of the languages fluently, was a challenge for information exchange
and the ability to fully capture participant responses. This was mitigated by incorporating other
data collection methods such as extensive field notes where non-verbal cues, symbols, gestures,
and other forms of communication are collected and analyzed (Mack et al., 2011).
Public Health Implications and Recommendations
Global and national public health priorities including the Sustainable Development Goals
push for efforts to address access to reproductive health services for individuals who are
susceptible to structural vulnerabilities (Cahill et al., 2017; Starbird et al., 2016). Reproductive
Health, which includes family planning, is a transferable indicator that impacts all aspects of
development including economic self-sufficiency, educational attainment and literacy, and life
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expectancy, to name a few (Yamin & Boulanger, 2013). Refugees experience health disparities
that result from such vulnerabilities as limited access to employment, housing, and healthcare.
While these conditions may manifest in varying degrees, they persist from the first country of
asylum to resettlement countries. Public Health Implications from this study are presented in
reference to policy, research, and practice (Fee, 2018).
Policy Implications of the increased growing global refugee crisis on host nations
and refugee women’s health. In addition to hosting refugees from Congo, host developing
countries accommodate large numbers of refugees from other neighboring countries, which often
has implications for social and economic outcomes in these nations. Consequently, in line with
what participants described in this study, the observable strain on the already thinned resources
in these nations are expected to be more pronounced as forced migration persists. In this study,
women experienced overcrowding in camps, food insecurity, augmented health risks including
access to adequate and timely healthcare, as well as increased discrimination from host country
residents.
Compared to their male counterparts, refugee women experience a greater burden of
discrimination and xenophobia in host second countries, which often result from the
intersectionality of gender and refugee status (Pittaway & Bartolomei, 2001). As push factors
(i.e. conflict and persecution) persist in the countries of origin, refugees continue to seek asylum
in host developing countries that are already depleted in human and material resources. As a
result, social and economic indicators show continued decline in these nations as well as the
quality of life for these groups (Gomez & Christensen, 2010). Policy Recommendation:
Developed countries including the United States, should engage in the global discourse with
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regards to providing durable solutions to support developing nations that are bearing the greatest
burdens of hosting refugees.
It is important to note that increased reliance on paraprofessionals may result in their
being exploited. Since 2015, states began truncating the amount of support allocated for resettled
refugees, leading to a greater dependence on non-governmental and private support. As a result,
social services including human resources have declined and resettlement agencies struggle to
sustain a workforce that is sufficient to handle the heavy resettlement needs of refugees. For
these reasons, paraprofessionals play a critical role, and the likelihood of exploitation is
heightened. Thus, there is a need for increased discussions and refugee policies that address the
employment of case managers, preferably those who are culturally and linguistically similar to
the refugee populations served. While the refugee admission ceiling continues to lower (The
Migration Policy Institute, 2019), the needs of already resettled refugees are existent and
increase as resources to support them continue to decline.
Practice Implications: Women’s Health Histories and Employment Outcomes.
Resettlement agencies are challenged with negotiating how to ensure that women are selfsufficient while taking into consideration their unique health needs. As some women and
paraprofessionals highlighted in this study, it is important to understand the contextual
backgrounds of Congolese refugees and the gendered health differences that exist largely as a
consequence of women‘s lives in conflict and in protracted camp conditions. As in this study,
some Congolese refugee women may have been exposed to sexual and gender-based violence
and have unaddressed reproductive health issues that include damage to their reproductive
organs, female genital cutting, injuries from rape, etc., which may impact their physical health
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(Carol Pavlish, 2005b). Exploring these factors would provide insight into how to tailor
employment options and thus, secure sustainable employment and self-sufficiency for this group.
Practice Implications: The Role of Paraprofessionals in Refugee Resettlement. The
availability of case workers who share a similar background with the Congolese refugees is
important to US refugee policy as it evidently plays a key role in the successful resettlement and
integration of refugees (Fee, 2018). The subsequent implications on practice with regards to case
management (assisting with language, employment, housing, referrals to healthcare services,
etc.) of recently resettled refugees cannot be understated. The current political scene in the
United States can be characterized by more stringent immigration policies that have resulted in
cut-backs on refugee admissions and social services. As a result, some agencies in regions as in
Florida, laid-off employees, while others were forced to merge with other agencies and close
programs for resettlement services altogether (Fee, 2018; Fee & Arar, 2019).
Practice Implications: Women’s Conceptualizations about Children
In public health, much effort is placed on promoting family planning uptake because it is
beneficial for reasons that range from lowering poverty rates and women empowerment by
allowing them the opportunity to go further in their education/ careers. In fact, as previously
stated, the SDG‘s aim to increase access to, and utilization of contraceptives in humanitarian
settings where high fertility rates further exacerbate health outcomes in these already vulnerable
groups. However, in public health, it is important to understand core beliefs and attitudes about a
health behavior in order adequately address it; meaning-making impacts intention and health
behavior, thus, understanding why a for instance a woman who is living in poverty and has 7
children would have one more. As described in this study, pregnancy intendedness is influenced
by core beliefs and personal experiences.
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In order to establish sustainable interventions, it is important to understand the meaning
people ascribe to having children. For instance, in this study, a child represented wealth: the
more children one has, the more likely one or two of them will come out successful and can take
care of the parents. In addition, a child also represented family lost during the conflict. Such
thoughts of what a child represents greatly impact the decision to have children despite external
circumstances such as a lack of financial resources and other structural barriers. This is not to
exclude these external factors, Rather, it is important to address family planning uptake through a
meaning-making approach incorporated with women‘s social conditions. For instance, by
understanding the value placed on having a child (ex. a blessing/gift), interventions such as
providing education about the benefits of family planning use on the health and quality of life of
the children a woman already has, particularly given the financial demands and expectations of
life in the third country (childcare support), may prove to be effective. By doing so, this
approach would safeguard the reproductive rights of the women and similar groups, as it situates
family planning while taking into account their personal histories, attitudes, and contexts.
Resettlement priorities and recommendation for practice: When women‘s responses were
triangulated with those of the paraprofessionals, women did not prioritize sexual and
reproductive health as an important need in the second country as well as in the resettlement
context, yet these needs were pointed out by paraprofessionals. This highlights the importance of
acknowledging and addressing external stressors to a woman‘s life that she considers priority
(housing, employment, and childcare) in order to obtain buy-in for her initiative to engage in
positive sexual and reproductive health.
Recommendation for Refugee Policies on the determination of economic self-sufficiency:
Resettled refugees need time to acquire language skills as this will provide them with better
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outcomes in other areas of concern that include employment and understanding how to navigate
the American system through effective communication. Thus, there is a need to revise the
timeframe allocated to when a refugee is considered self-sufficient. While developing a standard
is essential, it is important to take into consideration the heterogeneity of refugees. This is
particularly important for refugees who lived in protracted camp conditions and have limited
knowledge about paying bills and navigating the healthcare system such as cost-sharing and
making doctors‘ appointments (Gilmer, n.d.; Morris et al., 2009). Thus, there is a need for a case
by case assessment of refugees‘ capacity to learn the English language. Moreover, with regards
to practice, an emphasis needs to be placed on the details of cultural orientation about American
life which includes how to navigate the health system and other social-structural factors that
include paying bills, cost-sharing with health insurance companies, etc. With regards to housing
concerns, advanced notification from the Office of Refugee Services to agencies regarding the
caseload of incoming refugees would allow them to prepare for appropriate housing which can
accommodate large families which will be affordable for them once they are deemed
economically self-sufficient. Perhaps collaboration between host cities and the Office of Refugee
Resettlement discuss developing or allocating housing which is designated for refugees may be
an area of consideration.
Future Steps
Contraceptive continuity in resettled refugee women. To my knowledge, no studies
have specifically examined contraceptive continuity and reasons for discontinuity among African
refugee women who resettle in western countries. Thus, future research on this topic would be
beneficial in highlighting potential causes of unmet needs for contraceptives among this group.
Moreover, understanding refugee women‘s previous contraceptive histories would aid providers
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in addressing side effects, preferred method of choice, and other contributors to contraceptive
use.
It is important to note that none of the women reported using condoms in the resettlement
setting as compared to a few who used them while living in the second country. While reasons
for not using condoms were not specifically explored in this study, studies show that male
partners may disapprove of condoms in similar groups (Ackerson & Zielinski, 2017a) further
research is needed which examine African women‘s abilities to negotiate sex in the resettlement
context.
The long-term influence of host-country exposure on women’s Family Planning
practice. In the resettlement setting, women construct new meanings about life (Pangas et al.,
2019), including the meaning of a child. While a she views all aspects of her life through a
cultural lens, it is important that future research examines the long-term influence of a new
culture on her beliefs about having children. There is therefore, a need for future longitudinal
research which explores the trajectory of women‘s beliefs about having children given their
experiences with resettlement and socialization with the generalized others in the United States.
The role of resettlement location and resettlement agencies in refugee women’s
health behaviors. To the best of my knowledge, no studies exist which look at relationship
between place of resettlement including the structure of resettlement agencies in the areas, and
refugee health outcomes. Thus, future studies in these areas would be useful.
The contribution of Paraprofessionals in the reproductive health of single refugee
women. Paraprofessionals play an important role in single refugee women‘s lives, particularly as
it pertains to family planning and reproductive health in general. Future research in this area will
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be helpful informing research and practice with regards to the pivotal role of these
paraprofessionals in single parent refugee groups.
The influence of cultural orientation on refugee women’s reproductive health
decisions. This study showed that discourse during cultural orientation impacts women‘s
expectations about life in America. Future studies should be carried out which further examine
the nature of discourse and influence of US cultural orientation on women‘s health and family
planning decision-making.
Concluding Remarks
The global humanitarian crisis has led to an increase in the resettlement of Congolese
refugees into the United States. Limited research is available which explores the impact of
resettlement on Congolese refugee women‘s reproductive health, particularly with regards to
family planning. The role of paraprofessionals in the successful integration of resettled refugees
has been studied, yet no existing research examines their role in women‘s family planning beliefs
and practices. With the current US policies on refugee resettlement resulting in scale-backs of
resettlement services and the agencies that serve them, the use of paraprofessionals becomes
more critical.
By exploring the lived experiences of recently resettled Congolese refugee women, this
phenomenological study revealed that they are a resilient group who value culture and religion as
important contributors to their survival. Moreover, these two factors greatly influence their
health and family planning practices. In addition, male partner involvement in women‘s family
planning practices cannot be overlooked as it plays a crucial role in their decisions. However, the
role of structural vulnerabilities impacting health behaviors and subsequent women‘s health is
significant and cannot be overlooked.
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Resettled Congolese women struggle with integrating into the resettlement context due
to background factors such as previous health conditions that impede employment continuity,
language limitations, the inability to obtain support for childcare, and limited knowledge about
family planning; the latter includes how to access services. Additionally, despite these social
structural barriers that existed from the time of their flight from the DRC, to decades of
uncertainty in the second country, Congolese refugees endeavor to adjust to a new life in the
United States. This new life is a mixture of opportunity and promise along with confusion as
they attempt to navigate and make meaning of their current state. However, these women draw
from the support of paraprofessionals who include women and men that share similar cultural
and language backgrounds, and host country volunteers to assist them with navigating the new
environment.
Women‘s reproductive health rights will be met as policies are enacted which allow for
their fundamental needs that include contextually tailored reproductive health education,
employment, and housing, and childcare. Moreover, by bearing in mind that refugees are
heterogeneous and the nature of their lives in protracted camp conditions in countries of asylum
plays a key role in their integration outcomes, refugee service providers will be better informed
to provide appropriate and sustainable services.
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